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TWENTY YEARS’ OBSERVATION OF TUBER- 
CULOSIS CONTROL IN MINNESOTA * 


E. L. Tuony, M.D. 
Duluth, Minn. 


This period includes my final year in the med- 
ical school, a period of some years devoted to 
public health in an outpost of the State Board of 
Health in Duluth, a year of graduate European 
study, chiefly in Vienna, in 1912, and the decade 
following thereafter. In this period I have had 
my connection with Nopeming Sanitarium, as chair- 
man of the Tuberculosis Commission appointed by 
St. Louis County. 


I must state that in the more recent years the 
problems concerned with tuberculosis have been 
merged into the consideration of a multitude of 
others customarily encountered in the diagnostic 
and therapeutic problems of a general clinic and 
hospital practice. 


It may seem presumptuous to you to have me 
make this segmental analysis, basing it upon my 
own life experiences. Nevertheless, this has been 
a very active period in public health as a whole, 
and any statistical analysis of the reduction in death 
rate. including those from tuberculosis, will show 
that much has been accomplished. Presently the 
great problem before us is to continue the good 
work and to focus our attention upon the situations 
immediately facing us, because further declines in 
death rates are not likely to come as easily as is 
sometimes supposed. 

Considering that littie was done in Minnesota up 
to twenty years ago in tuberculosis prevention, 
points the obvious fact that there was much to 
do: that which remains to be done, even in a win- 


ning contest, will require much co-operation and 
foresightedness. 


I *Read by invitation before the medical staff of the 
ymanhurst School for Tuberculous Children and the 
arkview Sanatorium, June 27, 1924. 


In 1904 it seemed to our clinical teachers that 
the outspoken problem in pulmonary tuberculosis 
was to find the early case, in order to cure it. The 
teaching of the Germans, Brehmer and Dettweiler, 
had borne fruit; the beacon of hope lighted and 
tended through years of struggle in the Adirondacks — 
by Trudeau, had been sighted all over our land; 
Massachusetts, in 1898, had led the way with a 
state sanatorium; Minnesota was gathering plans 
for the institution at Walker; all were intent on 
breaking down the awful conviction of the average 
intelligent man: “Consumption is incurable.” In 
that year of teaching, when exact and firm rules 
were laid down regarding the diagnostic use of 
tuberculin, the National Association for the Pre- 
vention and Relief of Tuberculosis was formed. 
Tuberculin, and with it all specifics for practical 
therapy in pulmonary tuberculosis, has been a fail- 
ure; the National Association and its widespread 
branches have been a profound success. 

We should record in passing that no early sana- 
toria got the “incipient” cases they were looking 
for; there were no “preventoriums” such as this 
institution where this meeting is held tonight, which 
is such a brilliant and successful example. Some 
of those we rounded up with ripping reactions after 
tuberculin took us very seriously; most of them 
sought medical advisors with less curiosity as to 
tuberculosis immunity, but better judgment as to 
general competency. Most cases labeled “incipi- 
ent,” and with “a slight touch in one apex” at 
home, were advanced cases when they got into the 
burdened institution. Non-tuberculous lesions of 
the lungs got scant courtesy from the general man, 
and the specialist even now is not free from the 
accusation that he is slow to consider them. In 
short, 1904 to 1912 was a period of rising hope on 
the part of doctors, but the deepest of despair on 
the part of patients, toward consumption; this dis- 
ease provided the great predominant fear implanted 
in the minds of the persistently sick—a place now 
most certainly usurped by the fear of cancer. (We 
might well discuss in passing the grave need on 
the part of the medical profession of abating sense- 
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less fear. Particularly is this necessary where our 
well planned educational efforts yield the unhappy 
by-product of apprehension on the part of those 
who misapply our instructions or get them badly 
mixed up.) 

The International Congress on Tuberculosis in 
Washington in 1908 had a most profound impres- 
sion upon tuberculosis in America. From it some 
of us brought back some deep convictions that have 
meant much to the campaign in Minnesota. It is 
doubtful whether many states have plunged into a 
campaign any more heartily than did Minnesota; 
few states have been as rapidly or as successfully 
institutionalized for the prevention and care of 
Newsholme and Koch were the out- 
It may seem in- 


tuberculosis. 
standing figures of this congress. 
congruous to mention them in the same breath; the 
one a statistician, the other a medical hero. Never- 
theless, Koch, at the Congress, was like a general 
returning after a great war; his work had been done 
so well that even he never improved upon it; he 
was expected to produce a specific cure, and was 
never able to do it; therefore, he graced the pro- 
gram by his presence. Newsholme made the pro- 
gram. After the Russians had finished dangling 
their numerous medals; after the bearded French 
had ceased sputtering; after even the American 
“Billy Sundays”—each and all had ornamented the 


great record of the Congress—we all went home 
remembering chiefly what Newsholme had said, 
“We are checking tuberculosis in England by hos- 


pitalizing the advanced cases.” 

Another incident of the Congress is well worth 
recording. In a back recess among the exhibits 
were some roentgen plates from the irascible but 
most ingenious pioneer in roentgenology—Cole of 
New York. 
few pictures he had a most casual glance and has- 
tened on to a digest of the “57 varieties of tuber- 
culin.” There were indeed those present who were 
vehement about the preposterousness of injecting 
any such mechanical objective artifice into a prob- 
lem that was so obviously subjective and concerned 
only with the diagnostician’s cerebrum properly 
linked up with his own pet stethoscope. Now, in 
retrospect, it is evident that this despised artifice 
has become a “godsend” to clarify the many dis- 
turbing questions involved in proper and safe chest 
diagnosis. To it is due much of the honor of lift- 
ing the fear of tuberculosis from the souls of that 
frenzied fringe of humanity that is always the first 


I was among the many who gave the 


to drink in our health propaganda, and who are 
invariably the ones least in need of the drauvht, 
Chest roentgenology has done much more, but this 
is only a sketch and not a proportionate tribute. 

At this point I wish you to travel in imagery to 
the confines of the “Kinder Klinic” near the Alle. 
gemeine Krankenhaus in Vienna. The time is April, 
1912. Hamburger it was who talked when | en- 
tered the room. He was looking at a von Pirjuet 
reaction on a child’s arm, and he was putting 
forth dispassionately the story of “the primary 
lungen herd” in tuberculosis. This was my (first 
introduction to the idea that tuberculosis was not 
the result of a cumulative exposure, on the same 
principle that one gets wet if it rains long enough 
on ordinary clothing. Soon thereafter I was per- 
mitted on numerous occasions to see the classical 
finding of “truly incipient tuberculosis” in the 
lungs of children autopsied under Erdheim. [| be. 
came tremendously imbued with this most striking 
pathological entity. This explained why we did 
not have any “incipient tuberculosis” either in our 
offices or in our sanatoria at home. 

The contention of only one probable infection 
with tuberculosis, and that in childhood, has gained 
So far as I 
know, the pediatrists as a whole have quite ac- 
cepted it; the older American internists have likely 


American recognition very slowly. 


been the most skeptical. It is quite inopportune to 
further discuss the arguments pro and con that have 
been so much mooted. In like manner, it is quite 
useless to agitate the question relative to the rela- 
tionship in childhood infection of bovine or human 
tuberculosis. Let us agree that no doubt adults 
may acquire tuberculosis freshly; let us likewise 
agree that the bovine bacillus may infect children; 
but, let us just as eagerly and willingly agree that 
most children now inoculated will get this insult 
via the bronchial tree from a human source; that 
tuberculous cattle are unprofitable and should be 
exterminated. Any pathologist who is willing to 
carefully autopsy the lungs of children will find, 
if he is willing to look for them, the single or mul- 
tiple nodes, usually in the lung periphery, with 
regional lymph gland enlargement, the infectious 
tract being virtually the “chancre of tuberculosis.” 
Reinfection is possible in any disease, but it is not 
likely with many infectious, including typhoid and 
syphilis. The idea of a single infection or inocula- 
tion with tuberculosis is not incompatible with the 


soundest reasoning and keenest analysis. It lias 
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steadily driven home to us the inevitable conclu- 
sion that it is impossible to house children and open 
cases of tuberculosis in the same room; it is unrea- 
sonible to expect that highly virulent organisms 
fresh from the host in probably massive dose, will 
not produce an inoculative lesion that may not only 
check the immediate life of a child but challenge 
its likelihood for continued growth and existence 
at any time thereafter. It also focuses our atten- 
tion upon the likely fact that casual inoculation in 
open places, where sunlight vitiates the strength of 
the organism, likely produces an attenuated or- 
ganism vaccination that explains much of the spe- 
cific immunity known to exist in the body fluids 
in such a large portion of the population of civ- 
ilized areas. 

In retrospect it*is easy to see that much was 
accomplished by our early exhibits, featuring tuber- 
culosis. They attracted large crowds and stimu- 
lated the interest of a great number of voluntary 
workers that did much to bring about favorable 
legislation and inaugurate the various movements 
that led to regional sanatoria, the employment of 
visiting nurses, the development of diagnostic 
clinics, and the other agencies now so well known. 
Not a few of the early local anti-tuberculosis socie- 
ties formed have since disbanded, realizing that 
their work has been taken over fully and effectively 
by local health boards or those connected with 
county sanatoria. In fact, it is easy to see that 
other matters of grave interest, not excluding the 
studies in psychology, have taken up the attention 
of an intelligent segment of many of our localities, 
who would be more or less bored if the original 
though successful primary campaign against tuber- 
culosis was continued in the same manner and with 
the same instruments. These changes, instead of 
being an evidence of early failure, have rather been 
an indication of the gradual attainment of the ob- 
jective sought. The Minnesota Public Health 
Association, in greatly enlarging its scope of work, 
and including much effort particularly among chil- 
dren, has certainly made no mistake, and these de- 
partures are to be commended and encouraged for 
the future. 

A statistical study, based upon Minnesota rec- 
ords. and attempted by the writer at this time, has 
seemed to reflect only dimly the real success of the 
campaign. It is well known to all of you that 
the general death rate of about 200 per 100,000 of 
population in the United States, at or about the 
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year 1900, has been reduced to about 100 per 100,- 
000 at the present time. This means the saving of 
a hundred thousand lives in the United States 
yearly. According to the impression of close stu- 
dents of statistics, such as E. I. Lubin, this decreas- 
ing death rate will mean only one-fourth as many 
deaths in 1930 as there were in 1900. It begins to 
look, therefore, that the slogan, “No tuberculosis 
in 1950,” may not seem impossible. In determin- 
ing how we may continue to decrease the incidence 
of tuberculosis, we naturally fall upon the expe- 
dient of attempting an analysis of the factors in- 
volved in the known amelioration up to date. Only 
a few of these will be touched upon, including such 
matters as the virulence of the tubercle bacillus. the 
general resistance of our population, the influence 
of immigration, education, and our general stand- 
ards of living. We should consider more fully 
just the type, size and general utility of our various 
sanatoria, upon which we know the greatest burden 
in our fight is still to rest. It must be fully appar- 
ent to those who have given the matter study, that 
the entire burden of the fight, however, cannot be 
left upon the shoulders of those conducting these 
institutions; it is the belief of Dr. Robinson Bos- 
worth and of many others who are familiar with the 
situation, that we cannot abandon certain phases of 
“properly supervised home treatment.” These, and 
many other factors, present themselves, but time 
will not permit their analysis. 
THE PRESENT VIRULENCE OF THE TUBERCLE 
BACILLUS 

There is an intimation that the bacillus tuber- 
culosis, like bacillus lepra, is losing some of its 
virulence. This possibility can be briefly disposed 
of by considering the present morbidity and mor- 
tality from tuberculosis in known areas of Central 
Europe where careful observations have been made. 
The recent visit to this country of the well known 
pediatrician Finklestein brings to us the definite ob- 
servation of a most careful man, that the in- 
creased incidence of tuberculosis in Germany has 
gone hand in hand with a reduction in the amount 
and quality of food known to be so essential to the 
young. This is known to be a war heritage wherever 
starvation is mercilessly persisting. It is even pos- 
sible that this kind of temporary starvation may 
have a more vicious influence upon a people than 
the type of chronic and persistent starvation as is 
witnessed more or less constantly in Mexico. In that 
unhappy country, where a traveler notes, “Twelve 
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millions of them are forced at war times to go half 
starved. and in peace times are always underfed,” it 
is even possible that a degree of hardiness encom- 
passes the survivors. reducing the ordinary influence 
of malnutrition. This is not the case in a country like 
Germany. where the best of public health and dis- 
ease prevention obtained and the economic struc- 
ture of the land was very cohesive. Hence a debacle 
such as now is present submits its population to a 
scale of living and nutrition that gives their natural 
This thought would need 


far greater amplification, but I am sure that the 


immunity little chance. 


supposed predisposition to tuberculosis of the Irish 
race as a whole was acquired from the experience 
of those hordes of Irish immigrants who came to 
America after the famine of 1840 to 1850. The 
Irish children that survived that unnecessary blight 
and were the parents of the next generation of Irish- 
Americans were the unhappy folks who gave to my 
own race a good name in fighting everything except 
It wasn't the fault of the race, but 
the dastardly potato that refused to grow, aided by 


tuberculosis. 


the cupidity of blundering English landlords. 
THE RESISTANCE OF OUR PEOPLE 

It is likely that every epoch in history has fancied 
that the standard of living attained has beep so far 
out of proportion to that previously obtaining that 
grave fear= were held as to whether it might be con- 
tinued or sustained. As far as the question of feed- 
ing and resistance is concerned, it would seem diff- 
cult to ever produce a situation where fewer people 
were necessarily subjected to undernutrition than in 
expanding America. No doubt as population in- 
creases and the strife of existence becomes more 
onerous. we aleo will arrive at some such situations 
as have recently come to pass in countries even as 
well 


organized as England, particularly where 


economic stresses attendant upon unemployment 
arice. In fact. many observers, instead of fearing 
that our people are to suffer from undernutrition, 
rather fear a wholesale tendency to obesity and 
diseares 


hyperpiesis. with resultant degenerative 


hastened by too rich and too high living, and too 
litthe physical exercise! 

As far ae we are concerned as physicians, the 
obvious need ie chown for us to continue our inter- 
eet in everything that will keep our people properly 
employed, with suitable hours of working, and with 
a stability of exintence bared upon a fair and 
equitable relationship between the forces control- 


Jing our national resources and developing our 


TWENTY YEARS’ OBSERVATION OF TUBERCULOSIS CONTROL IN MINNESOTA 


industries. This, in a word, calls for an intellivent 
interest on the part of all physicians in our civic 
and political growth. We are possibly inclined hy 
nature or by social environment to constantly fee! A 
suspicion of those striving for better hours of |abor 
or higher wages, but it is manifestly to the advan. 
tage of general health conditions if the great force 
of working people not only in our cities bit on 
our farms are prosperous and contented. It j< our 
duty to work insofar as we can, as individual- and 
citizens, to bring such states about. 


PROBLEMS OF IMMIGRATION 

It is doubtful whether those who have re: ently 
drafted the immigration law have had in mir! the 
possibility of temporarily shutting out from our 
sheres those who have been recently subjected to 
the vicissitudes of malnutrition and_ stary ation. 
While it may seem a turning of our back upwn the 
older idea that our shores should be the haven of 
all those distressed, either mentally or physically. 
it must be clear at the present time that there are 
in large areas of Europe just the type of underfed 
and stunted children who could well in the next two 
decades become strong prospective candidate~ for 
active tuberculosis. This may be additional reason 
why the present restriction of immigration i= worth 
while. 

THE TRUE VALUE OF EDUCATION 

Education is always mentioned as one of the 
chief advantages of our so-called “institutional 
care.” Let us ask, how and why? It jis fortunate 
that education has an influence in the mass that is 
often by no means reflected in the individual. Many 
animals have been trained either to trap their fel- 
lows or put them to work: witness the faleon and 


the elephant. A fair sprinkling of mental!» alert 
individuals at strategic points keep a horde of near 
morons reasonably employed. Hence, education 
has a reputation far out of proportion to its rea! 
worth. 


the one may be acquired 


Education and intelligence are con! used: 
the other is a birth asst. 
compared with which all the earthly bestows!l+ of 


ting 


chance or fortune are as mists before the mounting 


sun-—a cataclysmic realization, is it not, and one 


we are often too slow in arriving at! As a man is 


born so he dies. Years of education are as <urely 


wasted on some humans as if Michael Ange!o had 


done his heroic tracings in the sand. Those of you 
who have said so much about “teaching the patient 


, 


how to live,” should well ask yourselves the que: 


tion, “Who among those | am treating are copable 
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of being taught?” This answer can certainly 
neither be easily nor lightly given. This problem 
can be more clearly seen, possibly, by simply noting 
that it is totally impossible at the present time to 
give our best and most successful treatment for 
diabetes to the patient who is incapable of being 
taught. It is certainly accepted that it is impossible 
to treat the unteachable patient with insulin. Much 
time would be saved in many of our institutions 
and clinics if a conscientious effort would be made 
to find out those tuberculous patients who are fun- 
damentally incapable of being taught. Their future 
control could then be determined, with the addition 
of such coercive measures and such restraint as 
would safeguard others. The rest could often profit 
ereatly by more intensive personal training, where 
more time was available for them. The campaign 
of general education is going along splendidly, and 
it is doubtful whether we could improve on it much 
at the present time. 


THE FUTURE WORK OF OUR VARIOUS SANATORIA 
It is dificult for those familiar with the work 
done by our sanatoria to minimize their importance 
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in whatever success the anti-tuberculosis campaign 
has so far accomplished. It is likely that far too 
much of the burden involved has been forced upon 
them. . Dr. Robinson Bosworth, of the State Tuber- 
culosis Advisory Commission, has kindly provided 
for me the data relative to the development of our 
state and county institutions, and this is shown in 
the accompanying Chart I. 

It will be noted that this list. with bed capacities, 
does not take into consideration certain well known 
private institutions and those beds that are avail- 
able in conjunction with other public or private 
hospitals. It is likely that the number of such 
beds is going to increase as the rightful respon- 
sibility for the proper teaching of interns and 
nurses in the matter of the care of the tuberculous 
becomes more widely understood. 

The data presented in Chart II. while incomplete 
and offering only a comparison between the beds 
discussed in Chart I, and the death rates as given 
by the State Board of Health, is nevertheless sig- 
nificant. because it is apparent that very soon. if 
not already. we have. in the institutions controlled 
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by the State and County alone, a very close approxi- 
mation of the same number of available beds for 
tuberculosis as the current yearly death rate. You 
will remember that this was a desideratum aimed 
at and only dimly hoped for in the earlier years 
of the anti-tuberculosis crusade. 


CHART II 


STATE AND COUNTY SANATORIUM BEDS AVAILABLE, 
AND AVERAGE FOR FIVE YEAR PERIODS FROM 
1905 to 1923, WITH DEATH RATE PER 
HUNDRED THOUSAND AND THE AVER- 

AGE YEARLY DEATH RATE 
Death Rate 


Per 100,000 
(All Forms) 


106.4 

110.2 

102.09 
77.76 


Average Deaths 
For 5 Year 
Periods From 
Tuberculosis 


2111.4 
2368.8 
2364.4 
1901.25 


Average Beds 
Available 


1905 to 1910 70 
1910 to 1915 245 
1915 to 1920 627 
1920 to 1923 1100 


In the year 1921, 5,200 cases of tuberculosis 
were reported to the State Board of Health. In the 
same year there were 1,880 deaths. In 1922 the 
proportion was of 4,229 reports to 1,726 deaths 
from tuberculosis. Taking the year 1922, it will 


be noted that by multiplying the number of deaths 


by 2.5 we get a rough approximation of the num- 
ber of cases reported. This is of particular interest 
because it was formerly much in vogue to state 
that for every death from tuberculosis there were 
five active cases preparing to die. Thus it would 
seem that in 1922 approximately one-half the cases 
were reported, which, all things being considered, 
is a rather fair attainment. 

With a continued and successful fight, it would 
not appear, theoretically at least, that we should 
need any elaborate and marked extension in the 
number or size of our tuberculosis sanatoria. There 
is a large educational value accruing from the dis- 
tribution of institutions, regardless of size, in vari- 
ous strategic points within the state. There re- 
mains at the present time no very large area of our 
state that is not fairly well represented. When some 
of the southern and southwestern portions of the 
state are better covered, we may point with pride 
to a splendid equipment with which to still further 
arrest the ravages of tuberculosis. 

Chart II furnishes no convincing evidence at the 
present time of any exact relationship between the 
decline in the death rate and the building and ex- 
tension of our sanatoria. Insufficient time has 
elapsed. In general, those writing on this subject 


are prone to quote the statistics of New York City, 
not only on account of their striking figures but 
because they have had reliable vital statistics for a 
much longer period than most of us here in the 
west. Unofficially, however, it must be obvious 
that the present generation of children in Minne. 
sota has been enormously safeguarded and pro. 
tected by the fighting forces distributed and linked 
up within our state through our sanatoria. It js 
my belief that whatever development may come in 
the future, we should hold rigidly to keeping our 
tuberculosis clinics and our tuberculosis visiting 
nurses in the closest touch, if not under the same 
control, with our institutions. Our goal mu: be 
to have accurate registration within our district of 
every known active consumptive, and there is no 
better place for the assembling of this information 
than in our sanatoria. The information there col- 
lected may be freely transferred to the various 
health boards and to the state board of health. but 
the actual control, direction, guidance and super- 
vision is obviously not so much an administrative 
problem as it is a personal one. Where this cannot 
be carried out by the patient’s own physician. the 
nurses in connection with the tuberculosis clinics, 
and the doctors in connection therewith, an: the 
institutions in which most of these patients have 
spent more or less time, are those best able to pro- 
vide this needful and necessarily diplomatic over- 
sight. 

Dr. Lawrason Brown indicated for the American 
Sanatorium Association in 1920 the following 
standard: 


“In order to qualify as a Class ‘A’ institution a 
sanatorium must have a resident physician and as- 
sistant resident physicians, one for every fifty pa- 
tients up to one hundred and fifty, and then one for 
every seventy-five.” 

These quotations are simply introduced at this 
time to indicate that the problem before our sana- 
toria is something very different from simple hous- 
ing. It is evident that a variety of situations is aris- 
ing, and special extensions of treatment, such: that 
no institution can afford to be without such vital 
and necessary hospital adjuncts as well equipped 
operating rooms and the best and most modem 
roentgen laboratories, and, if any worthwhile re- 
search is to be done, well equipped and manned 
pathological laboratories. Compression of the 
lungs, either by artificial pneumothorax or by extra- 
pleural thoracoplasties, must. be done in suitable 
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cases, and much of this requires not only a well 
balanced hospital staff but also such consulting 
stalf appointments, that the various surgical and 
medical specialists needed for the proper conduct 
of medical treatment in an up-to-date manner will 
be available. 

This suggests the inadvisability of the further 
development of small institutions needing such 
elaborate staffs and finding it difficult if not impos- 
sible to have them. It may even be essential in 
time to work out a system of co-operation and trans- 
fer between institutions, whereby those equipped 
for more intensive therapeutic endeavors may have 
an opportunity to focus upon those patients which 
time and experience will indicate may profit greatly 
thereby; some of the others might continue to carry 
out the less elaborate procedures. 

It is increasingly more evident that even such 
simple procedures as the application of heliother- 
apy. Alpine light, ordinary sunlight, cannot be 
done in a hit-or-miss manner, but must be conscien- 
tiously and carefully supervised by those who know 
what they are doing. 

It is useless for those in control of tuberculosis 
sanatoria to figure how a few dollars may be saved 
in their conduct. The monthly reports furnished 
by these institutions clearly indicate that the cost 
is now and always has been kept well within the 
average for our entire country. At the same time, 
it is never going to prove ultimately economical, 
and certainly not effectual, if we are to further de- 
press our tuberculosis death rate, if the men who 
are willing to give their time and life work to these 
institutions are not properly compensated with rea- 
sonable salaries and given the equipment to work 
with. Let us look for a broadening of the scope of 
therapy within our institutions, and let us back the 
men up who are to bring this about. Let those of 
us outside the institution be willing and eager to 
furnish any and all consulting aid that is essential. 
By this harmonious co-ordination the effective work 
will go on. 


GENERAL PRACTITIONERS OF MEDICINE MUST AGAIN 
BECOME INTERESTED IN TREATING PUL- 
MONARY TUBERCULOSIS * 

The whole problem of the care of these patients 
would be greatly simplified if the disease were not 
so wretchedly chronic, and, like typhoid fever, 
either yielded a reasonably prompt mortality or a 
recovery, accompanied by enough physical endur- 
ance to re-engage in ordinary occupations. It is 


well known that many tuberculous patients neither 
get well nor die, but remain “status quo.” 


Dr. A. T. Laird, of Nopeming Sanatorium, has 
furnished the following data: 


Between the years May, 1912, and May, 1924, 
1,909 patients have been discharged from Nopem- 
ing Sanatorium. In tracing these it is known that 
1,073 have died; 209 have moved away from the 
county; 408 are not to be found; 112 are said to 
be non-tuberculous. This leaves a grand total still 
living within our county of 407. 

As to the present number of tubercle bacilli pro- 
ducers known to live within our county, the follow- 
ing table is instructive: 

Positive Negative 

Sputum Sputum Total 
Patients now at Nopeming. 105 “91 196 
Former Nopeming patients 127 280 407 
Reported from other sources 174 488 662 


859 =: 1,265 
Recently Dr. Robinson Bosworth and Dr. A. T. 


Laird have been co-operating in an attempt to 
evolve a plan whereby our institutional beds might 
be the more effectively utilized for the active treat- 
ment of those cases of tuberculosis that are likely to 
yield the maximum of results. It is surmised that 
there must be a fair number of patients of such 
intellectual capacity and of such physical and 
pathological status, as to be able, under proper 
supervision of visiting nurses and their home doc- 
tors, to utilize to a considerable degree “properly 
supervised home treatment.” Dr. A. T. Laird has 
appeared before our St. Louis County Medical So- 
ciety, and has instilled a considerable amount of 
enthusiasm into the members who heard him, rela- 
tive to a plan to bring them into closer co-operation 
with his staff, with our tuberculosis clinics, and 
the various nurses in the field. There is presently 
a distinct danger of the various organizations at 
work “to pass the buck from one to another.” It 
is my contention that as far as the average private 
physician is concerned, he has passed up almost 
entirely the matter of the treatment of the tubercu- 
losis patient, and expects the sanatorium to look 
out for him indefinitely. This is fortunately as 
illogical as it is unnecessary. The same complaint 
has been made relative to our insane asylums and 
institutions for the feeble-minded, and on the whole 
is a reflection upon the sincerity of our fellow prac- 
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titioners who present an agonized protest to any 
suggestion of instituting various grades of “state 
medicine.” Nevertheless this considerable segment 
of practice is abandoned, and the doctors furthering 
this plan are sincere in the belief that many well 
trained patients will be perfectly willing to employ 
their home physician and pay him for his services, 
provided he shows enough interest to familiarize 
himself with the principles involved and proceed 
along with the patient in the attainment of his cure. 
We may again here utilize the example of diabetes: 
for a patient who has had good training in dietary 
control of diabetes to consult a physician who is 
totally unversed in caloric values and manipula- 
tion is to destroy at once all confidence in the physi- 
cian’s advice and judgment. No matter how dis- 
tasteful the teaching features of our professional 
* function may be, we cannot avoid them. 


It is to be hoped in our county that an increasing 
number of men will avail themselves of Dr. Laird’s 
invitation to come to Nopeming, take part in clin- 
ical conferences, and become familiar in an inti- 
mate way with the actual detail of modern tubercu- 
losis therapy. It is certain that in recent years the 
application of the cardinal principles of rest, food, 


fresh air, and, presently, heliotherapy, have been 
advised in an altogether too general manner; too 
much of the idea, “Be good and you will be happy.” 
What is needed is some of the same intelligent 
application of correct principles in private practice 
as is now seen in our special clinics and hospitals. 


Granting, however, the limits of instruction to 
which our kindly but busy confréres will submit, it 
must be convincingly evident that a very great field 
presents itself for the better instruction of our med- 
ical students and interns who are to be the active 
practitioners of the next two decades. 


Dr. D. A. Stewart, the well known tuberculosis 
authority and medical director of Ninette Sana- 
torium, Manitoba, has done particularly good pio- 
neer work in the matter of utilizing medical stu- 


dents sent on from Winnipeg “for one month’s 
residence at the sanatorium—an official part of their 
medical course.” This has been done to a limited 
degree by our own state university, but our various 
sanatoria should arrange so that every graduating 
student might have at least a month or possiljly 
more. 

Interns graduating from our hospitals, with their 
final year of clinical work, should have their 
courses so arranged that part of that time might 
be spent in direct contact with those constantly 
teaching and directing this work. It would seem 
that very little effort is now needed to bring this 
about. 


THE ACTUAL SUPERVISION OF EVERY KNOWN POSITIVE 
SPUTUM CASE 


Finally, it must be quite evident that if every 
positive sputum case were under such supervision 
and control as to give him such surroundings as to 
make unlikely the infection of others, the control 
of tuberculosis should be just as sure as that of 
yellow fever where the mosquitoes are not allowed 
contact with the infected human. We would un- 
doubtedly find that very few individuals securing 
this control would have it forced upon them un- 
willingly. Sanatorium trained physicians are al- 
ways keen upon the feature of providing such 
opportunities for work and self sustenance as are 
hinted at in various “colonies” provided for that 
purpose. Even where this excellent development 
has not come about, have we not at the present time 
an extraordinary network of public health agencies 
with many visiting nurses in the field, all of whom 
could be readily drawn into the plan, which has 
for its ultimate intention, as far as tuberculosis is 
concerned, to place a hypothetical cordon about the 
positive sputum case, rendering it easy for him to 
do his obvious duty in safeguarding his fellowmen? 
The work necessary to bring about this next vital 
step is one of the most engaging problems before 
us. 
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DECLINE IN TUBERCULOSIS AS RE- 
VEALED BY POST-MORTEM EXAM- 
INATIONS* 


H. E. Rospertson, M.D. 
Section cn Pathologic Anatomy, Mayo Clinic 
Rochester, Minnesota 

uring the six thousand years of written records 
of human events, accounts of devastating epidemics 
have appeared with steadily increasing regularity, 
and. on many occasions, with appalling results. 
No one single class of historical data rests on such 
certain foundations as the essential facts concern- 
ing these epidemics, which begin, often at accu- 
rately determined periods, increase in severity with 
varying degrees of rapidity until the high peak of 
incidence is reached, and then wane, gradually 
fading out into the unrecorded level of the ordi- 
nary ills and accidents which constantly afflict the 
human race. As the art of writing became more 
widespread, the waves of these epidemics could be 
traced with increasing accuracy to neighboring 
peoples along the lines of human communication, 
sometimes spreading with almost incredible rapid- 
ity, but always repeating the cycle of development 
and regression which is the predominant character- 
istic ofall major plagues. 

With the increasing complexity of international 
relations, the course of minor or more chronic epi- 
demic diseases becomes increasingly difficult to 
trace, and only those with rapid rises, high per- 
centages of afflicted persons and severe results, may 
be carefully studied as major events in history. 
Consequently we become prone to regard an “epi- 
demic” as a disease that comes on fairly rapidly, 
reaches a clearly perceptible crest, works horrible 
havoc and then disappears. 

In the earlier instances of such epidemics, ignor- 
ance with respect to their cause or manner of 
spreading, and the awful, irresistible onward march 
of the destructive “thing,” in short, the universal 
mysteriousness of the whole process, justified the 
conclusion that only the gods or devils could have 
produced such absolutely inexplicable results. It 
was not until the latter part of the last century when 
the parasitic nature of most of these diseases was 
demonstrated, that rational study of them became 
possible, although it cannot be too strongly empha- 
sized that the essential facts with respect to their 


.*Read before the National Tuberculosis Associa- 
tion, Atlanta, Georgia, May, 1924 
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cyclic manner of occurrence had been indisputably 
established long before any clear conceptions of 
their cause had been reached. 


However, it must be admitted that, with the ex- 
ception of their wave-like tendencies and certain 
well established clinical and pathologic characters, 
the real nature of most epidemic, and many en- 
demic, diseases only became known when the micro- 
scope, the culture tube, and experiments with lab- 
oratory animals revealed the true relation between 
invaded host and invading parasite, and that, in 
the shart period of the last forty years, more knowl- 
edge about the behavior of host and parasite has 
been gained than in the entire thousands of pre- 
ceding years. We now know that every form of 
animal and vegetable life suffers from pests and 
pestilences; the preyer is preyed upon, and the ex- 
tent of the battle of all living matter against the 
so-called natural forces of earth, air and water is 
readily comparable with, and perhaps exceeded by, 
the importance of the struggle against living foes 
of every conceivable variety and form and every 
possible degree: of destructive power. 


With this intensely rapid accumulation of facts 
concerning parasitology in its broadest sense, and 
the “close up” study which we now give to the 
habits of the contending agents, the salient points 
brought out by historical studies are likely to be 
ignored. We tend to disregard the past because of 
the partial ignorance which it so plainly exhibited, 
and we often appear to date history, with respect 
to disease at least, from a comparatively recent 
period. The complete acceptance of such an atti- 
tude will inevitably deprive us of a certain useful 
understanding about the natural laws of epidemics, 
which can only be gained by the consideration of 
diseases, not in terms of days, months or years, but 
of decades, generations or even centuries. Only 
when this historical background, reinforced by our 
present knowledge, is given full recognition, will 
some of the still numerous, unexplained puzzles 
concerning the evolution of parasitic disease re- 
ceive a satisfactory solution. 

The first fact that becomes pertinent in this con- 
nection is the ever-changing relation between all 
hosts and all disease-producing parasites. While 
the individual struggle between the lives of these 
contending forces may sway from side to side, now 
the host and now the parasite attaining the ascen- 
dancy, ultimately every such contest must end with 
the death of one or the other of the contestants. 
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No other solution is possible. In any single con- 
test many factors may unite to give victory to either 
side; in epidemics, on the contrary, at least those 
attacking man, at first a group victory is achieved 
by the invading organism, but later, and always up 
to the present time, the host, as a group, has ulti- 
mately cast off the parasite and become temporarily, 
as a species, relatively immune and inimical to its 
efforts to live and do harm. 

This cycle of events is so strongly evidenced in 
world-wide or local epidemics of acute diseases 
that we expect it, and we believe that this curve of 
evolution, including subsidence, must perforce 
occur even if we give little thought to the reasons 
for such a belief. These reasons, however, may 
be largely based on a study of the historical as- 
pects of such diseases, sufficient periods of time 
having elapsed to enable us to view entire epi- 
demics as entities, and to survey enough recur- 
rences of the phenomena to enable us to establish 
fairly well definite laws concerning their behavior. 

While the wave character of acute contagious 
diseases seems to be a firmly grounded principle, 
the same tendency with respect to more chronic or 
widespread affections is either not recognized at 
all, or the application of this law is wholly denied. 
This mental attitude is, of course, unreasonable and 
also unreasoning. Disease cycles may be very long, 
they may even, although probably rarely, take cen- 
turies to finish their course, but in the end the wave 
must finish its rise and inevitable fall, and the par- 
ticular parasite as a group infection must, tempo- 
rarily at least, cease to be a menace to its particular 
group host. 

Of course, it is conceivable that the invading 
group might come off wholly victorious and the 
invaded host perish as a result. It is even con- 
ceivable that the human species may sometime be 
wiped out by some especially harmful form of in- 
fecting agent. Such, however, is not the teaching 
of evolution, or (if the word should be taboo) of 
history. Our vision is, unhappily, extremely lim- 
ited, but so far as it can pierce the veil of the fu- 
ture, relying on the knowledge of the past, to that 
extent, we can rest assured of the perpetuity of the 
human race or some species closely related and 
developed from it. This certainly holds so far as 
any struggle between living organisms is concerned, 
even if it does not obtain in the eternal struggle 
against the natural forces of the universe. 

But whether the human race is ultimately to de- 





DECLINE IN TUBERCULOSIS AS REVEALED BY POST-MORTEM EXAMINATIONS 


velop into a more complex species or is doome. 
to extinction, we are chiefly concerned at present 
with the hopes we may entertain of victory oer 
certain of our more persistent parasitic enem/es, 
Specifically stated, we wish to know what prospect 
the human race has of becoming free from the 
menace of smallpox, typhoid fever, measles. «nd 
the other acute infections, and whether there sre 
any signs at present that the more chronic and he) e- 
less sort of plagues, such as syphilis, leprosy «nd 
tuberculosis, will ever disappear. 

As a general proposition, in view of the posi) on 
just outlined, it can be confidently affirmed that. in 
the very nature of things, not only the acute © .n- 
tagions but also the chronic ones, if due to pa:ivo- 
genic organisms, must eventually entirely suce\) 
in their struggle with man as a host. That : ew 
and more deadly parasites may take their plac: is 
not only possible but even probable, but that ihe 
particular diseases now afflicting man must run out 
their cycle to their own destruction seems as « jear 
as any one fact in the history of the race. In 
Nature’s laboratory there can be no such thins as 
a permanent parasitic disease. 

The general argument might be easily deve! oped 
in richer detail, with the citation of innumerable 
examples from both ancient and recent history. but 
my task is not now directly concerned with any- 
thing more than the bare outline of the thesis which 
has been mentioned. On the other hand, it is di- 
rectly concerned with the evidence which may be 
found to show that, with the huge plague, tubercu- 
losis, there are definite, seemingly unmistakable, 
signs that its menace is diminishing, and that as a 
pandemic the downward side of the cycle has been 
reached. Favoring this view, much general evi- 
dence gathered from comparison of mortality and 
morbidity statistics could be, and has been adduced, 
but I intend to confine myself to the evidence yath- 
ered at post-mortem examinations, and present 
facts which show a rather remarkable change in 
the reactions of the people of North America to- 
ward the bacillus of tuberculosis. In the routine 
conduct of post-mortem examinations, the le-ions 
of tuberculosis are often among the most promi- 
nent, most easily identified, and least often «ver- 
looked. Consequently, statistics concerning them 
have a somewhat greater validity than many other 
and more obscure diseases. Hence, it is natural 
that all pathologists should be struck with the com- 


parative frequency of various forms of tubercu! ous 
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,infection, from the fulminating type of ulcerative 
pulmonary tuberculosis with pneumonia and gen- 
eralized miliary distribution, to the tiny calcareous 
coneretion in the peribronchial or other lymph 
nodes. So widespread has been the knowledge thus 
obtained by pathologists that the oft repeated state- 
ment that from 75 to 90 per cent of all civilized 
races show evidences after death of some sort of 
tuberculous infection is universally accepted. The 
character of these lesions has been described in rich 
detail, and all physicians, and many who are not 
physicians, have a fairly accurate conception of the 
manifold classes of reactions which occur between 
the virulent bacillus of tuberculosis and its often 
more virulent human host. 

Our attention has thus been focused on the diag- 
nosis, the effects and the treatment of the disease, 
and too few attempts have been made to detect or 
to measure the changes which must have occurred 
in the mass relations between the bacterial parasite 
and its human host. As has been previously em- 
phasized, the word “must” is used advisedly. The 
plague is either increasing, at its peak, or on the 
downward side of the curve. 

For the last two decades I have been deeply in- 
terested in the character and incidence of tubercu- 
lous lesions as revealed by examinations after 
death, and for the last five years I have received 
the general impression that a distinct and appre- 
ciable change is occurring in the relative per- 
centages of the various types of the disease. This 
impression became so strong that I attempted to 
analyze a series of earlier cases and to compare 
them with other series of recent years. The results 
are shown in the accompanying tables. 

In Table 1 the first column represents 250 com- 
plete post-mortem examinations from the records 
of the Pathologic Department of the Medical School 
of the University of Minnesota during the years 
1908 to 1910 inclusive. These records were almost 








TABLE 1 
THE DECLINE OF TUBERCULOSIS AS EVIDENCED BY POST MORTEM 
STATISTICS ? 
1908-1910 1923-1924 1922-1923* 
250 250 1,000 
necropsies necropsies necropsies 
Per cent Per cent Per cent 
No evidence ........ 30.0 39.2 20.1 
oe 26.4 44.0 12.4 
Healed tuberculosis .. 16.0 10.4 63.0 
Active tuberculosis .. 27.6 64 45 


* Mayo Clinic series. 


entirely made by me or under my direction, and 
represent coroner’s cases, cases from the City and 
University Hospitals, and a small proportion from 
private practice. All partial examinations and 
those on infants under six years were excluded, but 
with these exceptions the cases were listed seriatim. 
They are divided into four groups: (1) cases in 
which there were no demonstrable tuberculous le- 
sions or pleural adhesions, (2) cases in which there 
was pleural fibrosis, but no lesions, (3) cases in 
which there were old healed foci, and (4) cases in 
which either chronic or acute, but still active, 
tuberculosis was present. The second column is a 
similar tabulation of 250 cases from the records of 
the same department, made by my successor, Dr. 
E. T. Bell, or under his supervision during the 
period between October 22, 1923, and April 21, 
1924. 


The results are striking. They show an increase 
of nearly 10 per cent in cases free from evi- 
dences of tuberculosis or adhesions, and a decrease 
of over 20 per cent in cases of active tuberculosis. 
In the third column are grouped 1,000 cases by 
percentages collected from the records of the Mayo 
Clinic, and representing post-mortem examinations 
performed by me or under my direction during the 
years 1922 and 1923. A still more striking decrease 
is seen in cases of active tuberculosis. The increase 
in cases of healed tuberculosis represents the re- 
sults of extremely careful search for tiny lesions 
in each case. It is almost as significant as the cases 
in which there were no lesions, inasmuch as the 
healed foci represent increased resistance on the 
part of the host, and decreased virulence of the bac- 
teria, betokening a losing fight for the latter. 


To clarify this point further these three series 
were analyzed as to age incidence, and the results 








TABLE 2 
AGE INCIDENCE * 
1908-1910 1923-1924 1922-1923** 
250 250 1,000 
necropsies necropsies necropsies 
Per cent Per cent Per cent 
6to 3land 6to 3land 6to 3land 
Age, years 30 over 30 over 30 over 
Adhesions - 13.63 86.36 12.73 87.27 13.71 86.29 
Healed 
tuberculosis 20.0 80.0 15.38 8462 8.57 91.43 
Active 
tuberculosis 20.29 79.71 31.25 68.75 22.22 77.77 


*Same cases as were used in Table 1. 
** Mayo Clinic series. 
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given in Table 2. Each of the columns in Table 1 
was divided into two age periods, the first six to 
thirty years, and the second thirty-one years and 
over. Of the 26.4 per cent of cases in the first col- 
umn of Table 1 with adhesions, 20 per cent oc- 
curred in the first age group, and 80 per cent in 
the second. This is what one would expect, namely 
that adult life would be more largely represented 
in any list of general deaths. The most important 
point is revealed in the last two columns of Table 2. 
Here only 8.5 per cent of the patients with evi- 
dences of healed tuberculosis were under thirty 
years, and 91.4 per cent were over thirty. This 
means that the younger generations are acquiring 
a total immunity in far greater degree than the 
older generations. In fact, if healed lesions are 
found in a parent we have some grounds for assur- 
ing the son or daughter of a relatively increased 
immunity in themselves. 

The figures given do not constitute conclusive 
proof. They are from a comparatively small se- 
ries, and are not far enough separated in point of 
time. However, they are presented for what they 
may be worth, with the hope that more comprehen- 
sive and more detailed statistics may be gathered, 


and clearer evidence adduced concerning this im- 
portant question. 


Non-specific Protein Therazy—The mechanism involved 
in non-specific therapy concerns cell stimulation. Weichardt 
assumes that this involves all cells. Other researches indi- 
cate that certain cell groups may be more particularly con- 
cerned. On stimulation, the cell becomes more permeable. 
Antibodies, enzymes, fibrinogen, etc., leave the cell. Under 
certain conditions a rapid destruction of organisms may 
take place to an extent that may overwhelm the patient by 
sudden liberation of toxic bacterial products. The first 
phase of the reaction corresponds in many ways to a para- 
sympathetic effect. Later a second phase follows during 
which the patient is improved. This phase may exist for 
a considerable time and is clinically apparent in the im- 
provement of the patient. No cases are ‘reported in the 
literature in which chronic urticaria has been so treated 
although many related conditions on evident or probable 
sensitization have been improved (hay-fever, asthma, mi- 
graine, epilepsy, intermittent hydrarthrosis). Great cau- 
tion must be used in the employment of the more active 
substances such as typhoid vaccine, peptone and collargol. 
Very small doses of relatively mild activity (tuberculin, 
casein, turpentine) are much more suitable. This has been 
the experience in chronic arthritis. The dosage must be 
adjusted to suit the patient, care being taken to keep the 
dose at all times just below that which causes a focal reac- 
tion at the site of the lesion. (Jour. A. M. A., June 7, 
1924, p. 1883.) 


FOREIGN BODIES IN THE ESOPHAGUS AND 
AIR PASSAGES* 


Porter P. Vinson, M.D. 
Section on Medicine, Mayo Clinic 


Rochester, Minnesota 


On May 11, 1898, Dr. Algernon Coolidge. Jr., 
removed a portion of a tracheotomy tube from the 
right bronchus of a man by enlarging the travhe- 
otomy wound, inserting a urethral speculum, «nd 
grasping the foreign body with alligator forcps 
under direct vision from a light reflected by an 
ordinary head mirror. This seems to be the iirst 
time that such a procedure was accomplished in 
this country. Since then many instances of the 
successful removal of foreign bodies from the food 
and air passages have been recorded in the litera- 
ture, and, through the untiring efforts of Jackson, 
Mosher and many others,’ peroral endoscopy hias 
taken its place in the front ranks of technical 
surgical procedures. Because of the very technical 
nature of these cases, physicians have not given 
them much consideration, and it is my purpose to 
present some of the problems concerning this type 
of work. 

Foreign bodies in the esophagus are less common 
than in the air passages. Coins, open safety pins, 
bones, partial or complete dentures, and fruit seeds 
of various types, may become lodged in the esoph- 
agus, but most small substances pass into the stom- 
ach without difficulty, and after entering the stom- 
ach almost all of them will have an uninterrupted 
passage through the gastro-intestinal tract. Often 
an open safety pin will pass through the entire 
alimentary tract of a very small child without pro- 
ducing the slightest discomfort. However, when 
one of these substances becomes impacted in the 
esophagus, it usually produces great discomfort, 
and occasionally death. At first there may be sub- 
sternal discomfort with obstruction to the pas-age 
of solid food, and sometimes even of liquids. Pain 
on swallowing is commonly noted. If the patient 
strains very much to dislodge the foreign body, 
very early perforation may occur, with resulting 
mediastinitis and death. 

Ulceration of the esophagus will result from the 
presence of almost any type of foreign body, and it 
is remarkable that the endoscopist rarely sees a 


*Read before the Southern Minnesota Medical As- 
sociation, Mankato, May 19, 1924, 
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forcign body that has been present in the esophagus 
for a long time. Stricture of the esophagus occurs 
rarely as a sequela even if there is considerable 
ulceration at the time the foreign body is removed. 


2g 
Tha RIGHT 


4399 2] 


Fig. 1 (A439921). An open safety pin in the esoph- 
agus that later passed into the stomach and through 
—<—- tract without inconvenience to the 

The diagnosis of a foreign body in the esophagus 
can be made on the history, the direct x-ray findings 
in case the foreign body is opaque to the ray, the 
indirect x-ray findings in case the foreign body is 
non-opaque to the ray, and esophagoscopy. The 
history is quite important, and one should always 
bear in mind the fact that many psycho-neurotic 
patients have a feeling of a “lump in the throat,” 
and will sometimes swallow a substance that pro- 
duces a slight trauma in the throat and gives the 
sensation of a foreign body. Such patients should 
not be esophagoscoped unless absolutely necessary, 
because the trauma incident to an esophagoscopy 
has a tendency to increase the discomfort. In the 
case of foreign substances not opaque to the x-ray, 
the cause of obstruction in the esophagus may be 
determined by the ingestion of a thick barium mix- 
ture, or a capsule filled with barium or bismuth, 
and fluoroscopic examination. With the esophag- 
oscope, the foreign body can be definitely located 
end its removal is usually accomplished easily. 

Foreign bodies are lodged in the air passages 
rather often, owing to the fact that any substance 


that enters the larynx will be aspirated, and unless 
coughed out, will remain in the trachea or one of 
the bronchi. Many foreign bodies are probably 
coughed out, but one is never justified in awaiting 
this method of removal. The practice of inverting 
the patient in an attempt to accomplish such a re- 
sult should be discouraged, because a dislodged 
substance in the air passages may thus become im- 
pacted between the vocal chords, necessitating an 
immediate tracheotomy to prevent suffocation. 


The symptoms of a foreign body in the air 
passages depend on its size, shape, composition, 
consistency and location. I shall not attempt to 
discuss the many problems involved in the diag- 
nosis and localization of a foreign body that has 
been aspirated, but the combined efforts of the 
roentgenologist, internist, and bronchoscopist are 
often required. 


Any child who develops an unexplained cough, 
with or without fever, should be suspected of har- 
boring a foreign body in the air passages, and 
should have a most careful history and examina- 
tion. Any patient, child or adult with a chronic 
pulmonary suppuration or pulmonary hemorrhage 
may have a foreign body in the air passages as the 
etiologic factor. In considering lung abscess and 
unilateral bronchiectasis, the presence of a foreign 


body should always be considered. 


Fig. 2 (A455753). Ulceration caused by safety pin 
impacted in esophagus. 


Many of the distressing results incident to the 
aspiration and swallowing of harmful foreign sub- 
stances could be prevented by more careful over- 
sight of children on the part of parents or attend- 
ants. This is particularly true with regard to the 
aspiration of peanut kerne's. Small children 
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should not be allowed to eat nuts, particularly pea- 
nuts, as the symptoms caused by the inhalation of 
this type of foreign body are of a most fulminating 
character. 

Although there are many cases of foreign bodies 
in the esophagus and air passages, there are hardly 
enough to permit the thorough training of many 
men for this type of work. Not more than two 
endoscopists to a community should be encouraged, 
and all cases should be referred to them so that 
they may perfect the technic that is so necessary 


> 
er 


Fig. 3 (A457485). 
Fever continued. pb. 
oxidized metal coughed up by patient. 
recovery. 


a. Nail removed from bronchus. 
Two weeks later, portion of 
Uneventful 


in this exacting specialty. More than two special- 
ists in this field divide the work so that none be- 
comes expert, and the patient necessarily suffers. 
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Exploiting the Cancer Sufferer—The week of the annual 
session of the American Medical Association was chosen as 
a propitious time to resurrect two discredited cancer cures. 
A Philadelphia paper announced that the cause of cancer 
had been discovered and that a treatment had been evolved 
which was producing remarkable results. The publicity 
dealt with the alleged cancer serum of T. J. Glover of 
This received some attention in 1921, but was 
not shown to be of value. The second “cancer cure” to be 
resurrected was that of Dr. Wm. F. Koch of Detroit. Koch’s 
nostrum was brought to the attention of the newspapers of 
the country by one C. Everett Field. It received some at- 
tention in 1921, and was reported on unfavorably. The 
new publicity given to these two discredited “cures” is pro- 
ducing the usual effect. Sufferers from cancer both directly 
and through their physicians are frantically trying to learn 
whether there is any warrant for the claims so widely broad- 
cast. (Jour. A. M. A., June 21, 1924, p. 2054.) 


Toronto. 


ETIOLOGY OF INTESTINAL OBSTRUCTION * 


E. MENDELSSOHN Jones, M.D., F.A.C.S. 
St. Paul 


Intestinal obstruction is one of the most serious 
conditions with which the medical man is con- 
fronted, and in spite of the progress made in recent 
years, in medical science, it still presents may 
problems that are difficult to solve. 

There are numerous factors that enter into the 
etiology of intestinal obstruction. There are a 
great many over which we have no control, but 
there are certain types of obstruction that occur 
following abdominal operations that can be eliii- 
nated if our patients are carefully prepared and we 
are careful in the handling of the viscera during 
the operation. There are some writers that believe 
that practically all cases of post-operative obstric- 
tion are preventable, but this view is undoubtedly 
too broad, for in the hands of the ablest operator, 
when the finest of technique is employed and the 
greatest of care is exercised in every respect, the 
fact still remains that post-operative intestinal ob- 
struction does occasionally occur. Considering tlie 
number of abdominal sections that are performed 
it is striking to note the comparative rarity of 
post-operative ileus. It develops frequently in the 
most favorable cases, and at times one would least 
expect it, and therefore we must always be on ine 
lookout for this complication as it is one condition 
above all others where every hour’s delay is very 
costly to the patient. 

I have divided the subject into four groups: 

1. Cases in which the acute obstructive symp- 
toms come on suddenly without previous symp- 
toms; 

2. Obstruction due to foreign bodies; 

3. Obstruction due to tumors of the intestine, 
or growths outside the bowel; 

4. Post-operative obstruction. 


The first group I wish to consider includes the 
cases in which the acute obstructive symptoms come 
on suddenly without previous manifestations. as 
for example volvulus, intussusception, mesenteric 
thrombosis, strangulated hernia, or some form of 
obstruction due to a Meckel’s diverticulum. De 
Quervain states that in most countries neither the 
student, nor surgeon, sees many instances of vo! vu 


*Presented in symposium on Intestinal Obstruc:ion 
at St. Paul Clinic Week, January, 1924. 
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jus, but in Russia, especially in the Baltic states, 
it is the most frequent variety of obstruction 
brought into the hospital. Various explanations 
have been offered for this: the abundant dietary 
of potatoes or the greatér length of the Russian 
jnte-tine. These views are not accepted and it is 
much more likely that volvulus is due to a con- 
genital or acquired abnormality in the mesentery, 
such as a long mesentery with a narrow attachment, 
thus affording the mesentery a more extensive 
movement. A volvulus may also be produced by 
the rotation of the ileum about its mesenteric bor- 
der because of the lever action of a distended 
Meckel’s diverticulum. 


Intussusception may occur when an _ inverted 
diverticulum becomes invaginated into the ileum, 
forming a starting point for a progressive intussus- 
ception. An adherent Meckel’s diverticulum may 
act the same as an adhesive band and cause stran- 
gulation of a loop or loops of intestine that might 
be caught beneath it. 

When any of the external hernia, such as the 
inguinal, femoral, umbilical or ventral, become 
strangulated and the sac includes one or more loops 
of intestine, an acute ileus occurs. Forcible reduc- 
tion of a hernia frequently leads to traumatism of 
the contents of the sac and adhesions occasionally 
result which may lead to the development of an 
obstruction. In this obvious type of hernia the 
solving of the problem is not as difficult as that 
presented by the strangulation of an internal her- 
nia. Strangulation of an internal loop into a con- 
genital peritoneal pouch is one of the rare causes 
of intestinal obstruction. 

The principal forms of congenital internal her- 
nia are: hernia at the foramen of Winslow, 
duodeno-jejunal hernia, hernia into the ileo-appen- 


dicular or retro-cecal pouch, and diaphragmatic 
hernia. 


Embolism or thrombosis of the mesenteric ves- 
sels gives rise to a very fatal type of obstruction. 
It comes on suddenly and in its onset often resem- 
bles a paralytic ileus. The portion of bowel that 
has its circulation interfered with undergoes paraly- 
sis and this is rapidly followed by gangrene and 


peritonitis. Mesenteric embolism or thrombosis is 


apt to occur in cases suffering from valvular dis- 
ease of the heart, or cases that have had an ulcera- 
tive endocarditis. 

In the second groyp are the cases in which the 
occlusion of the bowel is due to a foreign body. 
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The most common causes of this type of ileus are 
gallstones and fecoliths. Obstruction due to true 
fecoliths is not common. Fecoliths are formed by 
the deposit of earthy salts around some foreign 
body matrix such as a fruit stone or a large vege- 
table fragment. This type of mass may be found 
in the colon or the ileum. Gallstone ileus is not 
common when one considers the frequency of ob- 
struction due to other causes. The most common 
mode of communication is through the formation 
of a gallbladder-duodenal fistula. The stone being 
too large to pass out through the ducts, sets up an 
irritation which continues until a localized peri- 
tonitis results, which naturally causes adhesions to 
form with the adjacent structures, most commonly 
the duodenum. The continual pressure of the stone 
then leads to a fistulous opening into the first or 
second portion of the duodenum. If a stone is 
less than one inch in diameter it usually passes 
through the intestinal canal without causing ob- 
struction. Even though the mass is large enough 
to cause a complete obstruction, there usually are 
intervals during the attack in which there is a 
cessation of the severe symptoms. These are due 
to the stone, through some means, being dislodged 
and to the fact that it makes some progress in 
advancement. The quiescent period lasts until the 
stone is again arrested in its progress and the strong 
peristaltic action begins an effort to expel the for- 
eign body. This phenomenon may occur several 
times before the stone reaches its final goal, either 
of impaction or spontaneous expulsion. The occlu- 
sion of the intestine is not only due to the size of 
the stone but also to a spasm of the circular mus- 
cular fibers of the intestine. At autopsy in these 
cases decubital ulcers are found in the intestine, 
indicating the different points at which the progress 
of the stone was checked. When the obstruction 
is complete the distention of the bowel causes a 
perforation of one or more of these ulcers and peri- 
tonitis follows. Early peritonitis accompanies gall- 
stone ileus more frequently than obstruction from 
some other cause and it undoubtedly plays an im- 
portant réle in the mortality. 

The third group of cases includes those in which 
the obstruction is due to tumors of the bowel or to 
occlusion of the gut by pressure from a growth 
outside the bowel. Tumors aré found more often 
in the colon than in the small intestine. They may 
cause obstruction by blocking the intestinal canal 


or by causing a kink in the bowel. Not infre- 
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quently they are the primary cause of a volvulus 
or intussusception. The benign tumors that occur 
in this region include adenoma, fibroma, lipoma 
and myoma, and. the malignant tumors are carci- 
noma and sarcoma. 


Carcinoma is the most common malignant tumor 
found in the intestinal tract and occurs more often 
in the colon than in the small intestine. Malignant 
tumors cause obstruction more frequently than the 
benign growths. Tuberculosis of the intestine may 
give rise to a chronic incomplete obstruction and 
at any time an acute complete ileus may develop. 

Interference with the lumen of the intestine due 
to pressure from a tumor outside the bowel does 
not usually occur until the tumor is obvious or 
palpable. In this group may be mentioned the 
retroverted pregnant uterus, enlarged spleen, tu- 
mors of the uterus, ovaries or mesentery. The 
obstruction usually occurs in the rectum, the sig- 
moid flexure, or the colon above the sigmoid. 

The fourth group includes cases of post-operative 
obstruction. In this group the type that is per- 
haps as puzzling as any other is that of paralytic 
ileus. This is due to a paralytic distention of the 
bowel caused by undigested food contained in the 
intestine or to traumatism of the intestines or mesen- 
tery during the operation. 
ated with an acute local or general peritonitis or 
an acute pancreatitis. 


It is also often associ- 


Post-operative adhesions resulting in bands that 
constrict the intestine or adhesions that form in 
such a way that the intestine becomes kinked, 
account for the majority of post-operative obstruc- 


tions. If a patient has had an abdominal section 
and signs of acute intestinal obstruction present 
themselves, in the majority of cases, a band will be 
found to have caused the obstruction. The ques- 
tion of post-operative adhesions is a most important 
cne and if some one could tell us how to absolutely 
prevent them it would be a great contribution to 
the science of surgery, but as far as I have been 
able to ascertain no satisfactory solution has as yet 
been advanced. These adhesions may form bands 
that are circumscribed and cut off the intestinal 
lumen or, frequently following the freeing of in- 
flammatory adhesions, loops of intestine again 
become adherent and because of the inflammatory 
reaction and associated edema an obstruction may 
develop. This type of ileus may follow operations 
on the gallbladder, stomach, intestines, pelvic or- 
gans, or simple separation of adhesions due to 





previous inflammatory diseases or operations. The 
surgeon has practically no control over the causa- 
tive factor in this type of obstruction, but I wish 
to mention a few examples of post-operative ileus 
in which the surgeon does have the prevention in 
his own hands. 


In doing a gastro-enterostomy an operator may 
not be careful in bringing up the loop of jejunum 
and in his manipulation this loop may become 
twisted, thus causing an interference with the intes- 
tinal lumen, and an obstruction results. Failure 
to suture the mesocolon to the stomach in doing 
a posterior gastro-enterostomy has often in the past 
been the cause of obstruction, as there is a tendency 
for the stomach to draw the jejunum upward 
through the opening in the mesocolon and strangu- 
lation of the loop of jejunum frequently follows. 
When performing an operation for suspension of 
the uterus in which the round ligaments are brought 
through the abdominal wall, great care should be 
exercised that no opening is left between the pari- 
etal peritoneum and that portion of the ligament 
between the internal ring and the point where the 
ligament is drawn into the abdominal wall. After 
the sutures have been placed, anchoring the liga- 
ments to the fascia, one should again examine the 
ligament to be sure no space is left above the distal 
portion in the abdomen. Any opening at this point 
is a most favorable place for a loop or loops of 
intestine to enter and under various circumstances 
a strangulation may occur and an obstruction will 
result. 

Not infrequently in dealing with the omentum 
it may be perforated in one or more places. It is 
obvious that such a condition invites trouble, as a 
loop or loops of intestine could very easily pass 
through one of these openings and one can reailily 
conceive an intestinal obstruction as a result. 

From these few examples it is evident that the 
surgeon must pay as much attention to the little 
things in surgery as he does the very evident major 
problems. 

Intestinal obstruction is primarily a surgical con- 
dition, but since the successful therapeutic man- 
agement of any disease is directly dependent upon 
the degree of familiarity with the etiological fac- 
tors of the disease being treated, and since the in- 
ternist is usually the first one that comes in contact 
with these cases, it behooves him as well as the 
surgeon to be thoroughly familiar with intestinal 
obstruction and its etiologic factors. 
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Van Buren, in a recent article on acute mechan- 
ical ileus, makes the following statement: “Subject 
to certain exceptions, it might be stated as a corol- 
lary that, if the case is really one of acute mechan- 
ical ileus, the longer the patient lives with it before 
operation the sooner he dies afterwards.” 





Lose of Thyroid for Children—Thyroid effects are gen- 
erally obtained by the administration of Dried Thyroid 
U.S. P. (Thyroideum Siccum). There is, however, no fixed 
dose of thyroid for children. The amount of dried thyroid 
to be administered must be determined in each case. A safe 
initial dose for a child three years of age would probably 
be 0.015 gm. of dried thyroids two or three times a day. 
The best way is to start with a small dose and to gradually 
increase it until either satisfactory improvement or symp- 
toms of intolerance manifest themselves. As soon as the 
desired effects are obtained or symptoms of intolerance 
manifest themselves, the dosage must be reduced. 
A. M. A., June 21, 1924, p. 2070.) 


(Jour. 


Therapeutic Lamps.—The Kromayer water-cooled mer- 
cury-quartz light and the Burdick and Hanovia mercury- 
quartz lights are considered sources of ultraviolet radiation 
of strong intensity, emitting a large quantity of long and 
short ultraviolet wave lengths. In contrast to this, carbon 
arc lamps, of which the ultra-sun lamp is an example, are 
used more particularly for the rays present similar to those 
in the spectrum of sunlight; namely, the invisible heat 
rays. the visible rays and the longer ultraviolet rays. The 
non-burning feature of the ultra-sun lamp is due to the 
practical absence or very weak intensity of the short ultra- 
violet rays which are the wave lengths that irritate and 
easily produce an erythema. The advertisers of the ultra- 
sun lamp stress the fact that the spectrum of their lamps is 
a continuous one, whereas the spectrum of the mercury- 
quartz light has gaps. No one has yet proved, however, 
that the presence of gaps in a spectrum is a drawback in 
the clinical use of that light. Furthermore, no one has 
proved that the burning or erythema-producing rays of the 
mercury-quartz lights are disadvantageous. It cannot be 
said that the carbon arc lamp is less valuable than the mer- 
cury quartz lamp for certain diseases. The exact indica- 
tions for the different sources of light, have not been worked 
out. (Jour. A. M. A., June 28, 1924, p. 2138.) 


Vehicles for Prescriptions.—The following is a list of 
vehicles that can be used to prepare pleasant tasting mix- 
tures: Aqueous Elixir of Glycyrrhiza N. F., Compound 
Elixir of Cardamom N. F., Compound Elixir of Almond 
N. F., Compound Elixir of Vanillin N. F., Glycerinated 
Elixir of Gentian N. F., Elixir of Anise N. F., Red Aro- 
matic Elixir N. F., and Compound Syrup of Asarum N. F. 
The formulas of these preparations may be found in the 
Epitome of the U. S. Pharmacopeia and National Formu- 
lary, published by the American Medical Association. 
(Jour. A. M. A., June 28, 1924, p. 2138.) 


SURGICAL DIFFERENTIAL DIAGNOSIS OF 
ACUTE INTESTINAL OBSTRUCTION* 


F. J. PLronpke, M.D. 
St. Paul 


The course of acute intestinal obstruction is 
rapid; if unrelieved the mortality is 100 per cent. 
When it has reached the stage of easy recognition 
the case is often hopeless. 


I believe that I speak for every surgeon when I 
say that we would infinitely rather meet in consulta- 
tion the practitioner who, early in the case, con- 
tents himself with something having gone seriously 
wrong in the abdomen than the one who 48 hours 
later will give us an accurate description of what 
the operation (or post-mortem) will reveal. 

The symptom complex of acute intestinal ob- 
struction resembles very closely that of other condi- 
tions coming under the head of acute abdomen or 
abdominal crises. It is therefore not always easy 
to differentiate. 

In attempting a differential diagnosis it is well to 
remember that pain resulting from a lesion of a 
viscus is felt, not in that viscus itself but is referred 
to the peripheral distribution of the spinal nerves 
arising from those segments of the cord with which 
that viscus is connected through its sympathetic 
nerve supply. So far as the alimentary canal is 
concerned, reflex pain from the stomach is referred 
to the region of the xiphoid cartilage and the um- 
bilicus; that from the small intestine and appendix 
to the umbilical area, and that from the large in- 
testine to the mid-hypogastric line. From the liver, 
gall-bladder, and bile ducts, pain is referred to the 
lower part of the epigastrium and also sometimes 
to the lower angle of the scapula. 

All pain, therefore, that is felt in the early stages 
of an acute abdominal crisis is of this reflex char- 
acter and is not localized to the situation of the 
viscus primarily at fault. Later, when the local 
inflammation has developed sufficiently to irritate 
the parietal peritoneum, the pain becomes localized 
at this point. 

The number of conditions which might at some 
stage simulate intestinal obstruction are so numer- 
ous that it would be impossible in the time allotted 
to even hint at how they could be recognized either 
preoperative or post-mortem. The more common 


*Presented in symposium on Intestinal Obstruction 
at St. Paul Clinic Week, January, 1924. 
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are general peritonitis, acute pancreatitis, acute 
appendicitis, acute perforation of gastric or duo- 
denal ulcer, ruptured pyosalpinx, ruptured tubal 
pregnancy, torsion of pedicle of ovarian cyst, 
tabetic crises, thrombosis or embolus of the mesen- 
teric vessels, gall-stone, renal and intestinal colic. 
The symptoms common to all are pain, shock and 
vomiting; all dependent on the same cause, namely, 
shock to the solar plexus. Since this group of 
symptoms appear in practically all acute abdominal 
crises they are of little value for differential diag- 
nosis in the very early stage. “This initial stage 
of shock and accompanying symptoms, often tran- 
sient, is usually followed by a period of reaction; 
a dangerous calm before a renewal of the storm— 
indeed, so dangerous that when prolonged by the 
indiscriminate administration of morphine it be- 
comes a very pitfall in the way of correct diag- 
nosis.” 

Approaching the subject in general, and from an 
angle somewhat different than the usual, one might 
classify the conditions from which intestinal ob- 
struction must be differentiated and place them into 
groups, representing: I, Colics; II, Perforations; 
III, Inflammations; IV, Obstructions. 

I. The colics are characterized by: (1) sudden 
onset of pain, (2) sudden cessation of pain, (3) ten- 
dency of the pain to recur. The pain in this group 
is usually referred to certain characteristic regions. 
In biliary colic it is felt in the epigastrium, radiat- 
ing backwards to the angle of the right scapula and 
occasionally to the tip of the right shoulder. In 
renal colic the pain is felt, first in the loin, then 
shoots down to the groin, inner aspect of the thigh 
and testicle. Of marked diagnostic value in con- 
nection with the pain is increased frequency of 
micturition and blood in the urine. In intestinal 
colic pain is felt more or less all over the abdomen. 
Lead colic differs from other intestinal colics in 
that the pulse during the pain is retarded and the 
blue lines in the gums are present. 

Tenderness of the abdomen is often present but 
in some cases, particularly intestinal colic, the pain 
is relieved by pressure.. Muscular rigidity may oc- 
cur in the colics but seldom is of the unyielding 
character found in the true involuntary rigidity. 
The patient is more restless than in other acute ab- 
dominal crises. 

II. Perforations aré characterized by: (1) sud- 
den onset of pain, usually excruciating, (2) severity 
of the initial shock, (3) marked involuntary rigidity 
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from the very first, (4) there may be signs of free 
gas in the abdomen. 

III. Inflammation. 

1. In this group the onset is less sudden than in 
the conditions already considered, and _ general 
symptoms of malaise may precede the crises by a 
few days. The pain never reaches its greatest in. 
tensity in the first few moments. 

2. There may be a rise of temperature in the 
early stage, wherein this group differs from the 
others mentioned. The presence or absence of tise 
of temperature should not, however, influence one 
too much in drawing conclusions and should cer. 
tainly never be waited for to complete the diag. 
nosis. 

3. There is often fairly early local tender:ess 
(sometimes first detected in the rectum as in sal- 
pingitis and pelvic appendicitis) . 

4. Muscular rigidity of the involuntary type, 
absent at first, appears when the parietal peritoneum 
becomes affected. 

5. Swelling may later appear in the region of 
the appendix, gall-bladder, Fallopian tubes, ete. 
These signs should never be waited for in suspected 
intestinal obstructions. 

IV. Obstructions are characterized chiefly by: 
(1) the persistence of vomiting, (2) the cessation of 
the passage of flatus, (3) progressive abdominal dis- 
tention. Involuntary muscular rigidity is absent 
and the pain and tenderness are usually distributed 
more or less over the entire abdomen. As the con- 
dition progresses there is extreme distention, fecal 
vomiting, restlessness, pinched expression, rapid 
and thready pulse with profound collapse. When 
this stage has been reached it can be mistaken for 
only one other condition and that the usual ter- 
mination of obstruction—general peritonitis. 

If the case before us can be placed in one of the 
above named groups, the problem of diagnosis is 
at once simplified. When, however, the symptoms 
are indefinite or overlap as in obstruction, or per- 
foration developing into peritonitis, the clinical 
differentiation is more difficult and can be arrived 
at only by carefully excluding all other conditions 
for which it might be mistaken. 

Comparing the outstanding symptoms of the 
pathologic conditions which most commonly. simvu- 
late acute intestinal obstruction we find as follows: 

In peritonitis there is usually a history of -ome 
acute abdominal affection. In the early stage the 
pain is more marked and more continuous. The 
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distention is more general. The abdomen is immo- 
bile. noiseless and more tense. Visible peristalsis 
js absent, vomiting is less persistent. There is usu- 
ally a rise in temperature and the increase in pulse 
rate a little more gradual. 

Acute pancreatitis usually occurs in obese pa- 
tients having a history of previous gall-bladder 
trouble. Pain is in the epigastric region and is 
yery severe. Sudden profound collapse with early 
pinched expression and cyanosis are somewhat 
characteristic, but a definite diagnosis before opera- 
tion is difficult. 

Acute appendicitis may closely resemble obstruc- 
tion in the earliest stage but usually within the 
safety period there is a rise of temperature, leucocy- 
tosis, localized pain and rigidity. Vomiting is not 
so constant. Where there is early rupture and con- 
sequent spreading peritonitis with toxemia a dif- 
ferential diagnosis may be difficult. 

Acute perforation of gastric or duodenal ulcer. 
History of previous digestive trouble. The initial 
pain is more sudden, severe, prostrating, and con- 
stant. Shock, evidenced by pallor, cold sweat and 
collapse, is more marked. Pain, dullness, and 
spasm is usually more marked on the right side. 
The patient refuses to be moved. This latter with 
the tense board-like abdomen is characteristic. 

Biliary and renal colic, except in the very early 
stage, offer no particular signs or symptoms which 
would make a differential diagnosis difficult. The 
spasm and characteristic pains referred to definite 
regions help to confirm the diagnosis. 

Ruptured tubal pregnancy. The menstrual his- 
tory with that of sharp, sudden, stabbing pain in 
the lower abdomen, together with faintness and 
pallor, should make the diagnosis comparatively 
easy: vaginal examination should never be neg- 
lected. 

Tabetic crisis is often very difficult to differentiate 
from obstruction, because a paralytic ileus may 
exist as a result of the tabes. The Argyll-Robertson 
pupil. Rhomberg sign and the absence of kneejerk 
and other reflexes should put one on his guard. 

Torsion of pedicle of ovarian cyst. With a his- 
ory of tumor, or if pelvic examination reveals a 
mass in the pelvis or lower abdomen, the diagnosis 
is less difficult. Without the evidence of tumor 
and the presence of vomiting, distention and consti- 

ation—the latter often due to pain and spasm—a 
lefinite diagnosis from obstruction may be impos- 

ible before operation. 
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Ruptured pyosalpinx presents few symptoms 
common to intestinal obstruction except the first 
sudden pain and a gradually developing peritonitis. 

Thrombosis or embolus of mesenteric vessels 
usually results in gangrene of a segment of the 
bowel with. consequent cessation of passage of its 
contents through the part affected. The symptoms, 
therefore, are those of acute ileus and the demand 
for immediate surgical interference is the same as 
in acute obstruction from other causes. 

Notwithstanding the improvement in surgical 
technic, the death rate from acute intestinal ob-« 
struction, even with operation, is still frightfully 
high. No surgeon denies the advisability of operat: 
ing at the earliest possible moment. Yet the rec- 
ords of every hospital are replete with tragic stories, 
something as follows: 


Patient admitted 6 P. M., history of pains in the abdomen, 
and nausea during the day. 
times. 


Pain, now, quite severe at 
Orders by doctor over telephone, morphine gr. %4 
per hypo. 8 P. M., patient more comfortable; vomited 
mucus and bile. The nurse’s record the following morn- 
ing: Patient comfortable the first part of night. Restless 
after 2 A. M. Slept only in naps. Vomited at 4, again at 
5:30; light brownish color. Patient complains of some pain 
and tightness across abdomen. At 9 A. M. the doctor finds 
patient fairly comfortable just now. Some general disten- 
tion, slight tenderness over abdomen, not localized; tem- 
perature 98.6, pulse 92. No bowel movement or flatus; face 
has tired expression, lips slightly dry, tongue moist. Lab- 
oratory report: leucocytes, 8,000; hemoglobin, 70 per cent. 
Differential, negative. Urine, highly colored. Sugar, nega- 
tive; albumin, trace. Slight trace of indican. Microscopic, 
negative; diagnosis (?). Possible intestinal obstruction. 
Doctors orders: pituitrin, followed by enema; warm appli- 
cations to abdomen; gastric lavage if vomiting continues. 

Nurse reports by telephone at 4 P. M., fair results from 
enema with some flatus (when pinned down she admits that 
the fair bowel movement consists of highly colored water). 
Patient relieved after enema, but rather restless for last 
two hours with colicky pains, sometimes quite severe. Vom- 
ited at 11 and 3, stomach washed out; large quantities of 
brownish fluid with strong odor. Relieved for short time. 
Patient does not look so well, slightly delirious. 

At 5:30 P. M. the doctor finds a little more distention, 
diffuse, but more marked in region of stomach, suggesting 
acute dilatation. Face rather pale with worn-out expres- 
sion; lips more dry and a suggestion of dryness of tongue. 
Leucocytes, 8,500. Urine, scant; albumin and indican, posi- 
tive. Temperature, 98; pulse, 100. Diagnosis still in doubt, 
but condition more indicative of obstruction. The doctor 
imparts his suspicion to the relatives and hints at surgical 
interference. They in turn implore him to first try every- 
thing else possible and at least wait till morning. Here we 
are weighed in the balance and too often found wanting; 
we yield, and in a last effort a purgative is ordered. At 
2 A. M. the nurse reports that the patient is suffering from 
severe griping pains, distention more marked, and vomitus- 
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are general peritonitis, acute pancreatitis, acute 
appendicitis, acute perforation of gastric or duo- 
denal ulcer, ruptured pyosalpinx, ruptured tubal 
pregnancy, torsion. of pedicle of ovarian cyst, 
tabetic crises, thrombosis or embolus of the mesen- 
teric vessels, gall-stone, renal and intestinal colic. 
The symptoms common to all are pain, shock and 
vomiting; all dependent on the same cause, namely, 
shock to the solar plexus. Since this group of 
symptoms appear in practically all acute abdominal 
crises they are of little value for differential diag- 
nosis in the very early stage. “This initial stage 
of shock and accompanying symptoms, often tran- 
sient, is usually followed by a period of, reaction; 
a dangerous calm before a renewal of the storm— 
indeed, so dangerous that when prolonged by the 
indiscriminate administration of morphine it be- 
comes a very pitfall in the way of correct diag- 
nosis.” 

Approaching the subject in general, and from an 
angle somewhat different than the usual, one might 
classify the conditions from which intestinal ob- 
struction must be differentiated and place them into 
groups, representing: I, Colics; II, Perforations; 
III, Inflammations; IV, Obstructions. 

I. The colics are characterized by: (1) sudden 
onset of pain, (2) sudden cessation of pain, (3) ten- 
dency of the pain to recur. The pain in this group 
is usually referred to certain characteristic regions. 
In biliary colic it is felt in the epigastrium, radiat- 
ing backwards to the angle of the right scapula and 
occasionally to the tip of the right shoulder. In 
renal colic the pain is felt, first in the loin, then 
shoots down to the groin, inner aspect of the thigh 
and testicle. Of marked diagnostic value in con- 
nection with the pain is increased frequency of 
micturition and blood in the urine. In intestinal 
colic pain is felt more or less all over the abdomen. 
Lead colic differs from other intestinal colics in 
that the pulse during the pain is retarded and the 
blue lines in the gums are present. 


Tenderness of the abdomen is often present but 
in some cases, particularly intestinal colic, the pain 
is relieved by pressure., Muscular rigidity may oc- 
cur in the colics but seldom is of the unyielding 
character found in the true involuntary rigidity. 
The patient is more restless than in other acute ab- 
dominal crises. 


II. Perforations aré characterized by: (1) sud- 
den onset of pain, usually excruciating, (2) severity 
of the initial shock, (3) marked involuntary rigidity 





from the very first, (4) there may be signs of f:-e 
gas in the abdomen. 

III. Inflammation. 

1. In this group the onset is less sudden than in 
the conditions already considered, and general 
symptoms of malaise may precede the crises by a 
few days. The pain never reaches its greatest in. 
tensity in the first few moments. 

2. There may be a rise of temperature in the 
early stage, wherein this group differs from ‘he 
others mentioned. The presence or absence of :ise 
of temperature should not, however, influence one 
too much in drawing conclusions and should cer. 
tainly never be waited for to complete the dig. 
nosis. 

3. There is often fairly early local tenderness 
(sometimes first detected in the rectum as in -al- 
pingitis and pelvic appendicitis) . 

4. Muscular rigidity of the involuntary ty pe, 
absent at first, appears when the parietal peritoneum 
becomes affected. 

5. Swelling may later appear in the region of 
the appendix, gall-bladder, Fallopian tubes, «tc. 
These signs should never be waited for in suspecied 
intestinal obstructions. 

IV. Obstructions are characterized chiefly jy: 
(1) the persistence of vomiting, (2) the cessation of 
the passage of flatus, (3) progressive abdominal ‘is- 
tention. Involuntary muscular rigidity is absent 
and the pain and tenderness are usually distributed 
more or less over the entire abdomen. As the con- 
dition progresses there is extreme distention, fecal 
vomiting, restlessness, pinched expression, rapid 
and thready pulse with profound collapse. When 
this stage has been reached it can be mistaken for 
only one other condition and that the usual ter- 
mination of obstruction—general peritonitis. 

If the case before us can be placed in one of the 
above named groups, the problem of diagnosis is 
at once simplified. When, however, the symptoms 
are indefinite or overlap as in obstruction, or per- 
foration developing into peritonitis, the clinical 
differentiation is more difficult and can be arrived 
at only by carefully excluding all other conditions 
for which it might be mistaken. 

Comparing the outstanding symptoms of the 
pathologic conditions which most commonly simu- 
late acute intestinal obstruction we find as follows: 

In peritonitis there is usually a history of some 
acute abdominal affection. In the early stage ‘he 
pain is more marked and more continuous. 1 hie 
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distention is more general. The abdomen is immo- 
bile. noiseless and more tense. Visible peristalsis 
js absent, vomiting is less persistent. There is usu- 
ally a rise in temperature and the increase in pulse 
rate a little more gradual. 

Acute pancreatitis usually occurs in obese pa- 
tients having a history of previous gall-bladder 
trouble. Pain is in the epigastric region and is 
yery severe. Sudden profound collapse with early 
pinched expression and cyanosis are somewhat 
characteristic, but a definite diagnosis before opera- 
tion is difficult. 

Acute appendicitis may closely resemble obstruc- 
tion in the earliest stage but usually within the 
safety period there is a rise of temperature, leucocy- 
tosis. localized pain and rigidity. Vomiting is not 
so constant. Where there is early rupture and con- 
sequent spreading peritonitis with toxemia a dif- 
ferential diagnosis may be difficult. 

Acute perforation of gastric or duodenal ulcer. 
History of previous digestive trouble. The initial 
pain is more sudden, severe, prostrating, and con- 
stant. Shock, evidenced by pallor, cold sweat and 
collapse, is more marked. Pain, dullness, and 
spasm is usually more marked on the right side. 
The patient refuses to be moved. This latter with 
the tense board-like abdomen is characteristic. 

Biliary and renal colic, except in the very early 
stage, offer no particular signs or symptoms which 
would make a differential diagnosis difficult. The 
spasm and characteristic pains referred to definite 
regions help to confirm the diagnosis. 

Ruptured tubal pregnancy. The menstrual his- 
tory with ‘that of sharp, sudden, stabbing pain in 
the lower abdomen, together with faintness and 
pallor, should make the diagnosis comparatively 
easy: vaginal examination should never be neg- 
lected. 

Tabetic crisis is often very difficult to differentiate 
from obstruction, because a paralytic ileus may 
exist as a result of the tabes. The Argyll-Robertson 
pupil. Rhomberg sign and the absence of kneejerk 
and other reflexes should put one on his guard. 

Torsion of pedicle of ovarian cyst. With a his- 
tory of tumor, or if pelvic examination reveals a 
mass in the pelvis or lower abdomen, the diagnosis 
is less difficult. Without the evidence of tumor 
and the presence of vomiting, distention and consti- 
pation—the latter often due to pain and spasm—a 
definite diagnosis from obstruction may be impos- 
sible before operation. 
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Ruptured pyosalpinx presents few symptoms 
common to intestinal obstruction except the first 
sudden pain and a gradually developing peritonitis. 

Thrombosis or embolus of mesenteric vessels 
usually results in gangrene of a segment of the 
bowel with. consequent cessation of passage of its 
contents through the part affected. The symptoms, 
therefore, are those of acute ileus and the demand 
for immediate surgical interference is the same as 
in acute obstruction from other causes. 

Notwithstanding the improvement in surgical 
technic, the death rate from acute intestinal ob- 
struction, even with operation, is still frightfully 
high. No surgeon denies the advisability of operat- 
ing at the earliest possible moment. Yet the rec- 
ords of every hospital are replete with tragic stories, 
something as follows: 


Patient admitted 6 P. M., history of pains in the abdomen, 
and nausea during the day. Pain, now, quite severe at 
times. Orders by doctor over telephone, morphine gr. %4 
per hypo. 8 P. M., patient more comfortable; vomited 
mucus and bile. The nurse’s record the following morn- 
ing: Patient comfortable the first part of night. Restless 
after 2 A. M. Slept only in naps. Vomited at 4, again at 
5:30; light brownish color. Patient complains of some pain 
and tightness across abdomen. At 9 A. M. the doctor finds 
patient fairly comfortable just now. Some general disten- 
tion, slight tenderness over abdomen, not localized; tem- 
perature 98.6, pulse 92. No bowel movement or flatus; face 
has tired expression, lips slightly dry, tongue moist. Lab- 
oratory report: leucocytes, 8,000; hemoglobin, 70 per cent. 
Differential, negative. Urine, highly colored. Sugar, nega- 
tive; albumin, trace. Slight trace of indican. Microscopic, 
negative; diagnosis (?). Possible intestinal obstruction. 
Doctors orders: pituitrin, followed by enema; warm appli- 
cations to abdomen; gastric lavage if vomiting continues. 

Nurse reports by telephone at 4 P. M., fair results from 
enema with some flatus (when pinned down she admits that 
the fair bowel movement consists of highly colored water). 
Patient relieved after enema, but rather restless for last 
two hours with colicky pains, sometimes quite severe. Vom- 
ited at 11 and 3, stomach washed out; large quantities of 
brownish fluid with strong odor. Relieved for short time. 
Patient does not look so well, slightly delirious. 

At 5:30 P. M. the doctor finds a little more distention, 
diffuse, but more marked in region of stomach, suggesting 
acute dilatation. Face rather pale with worn-out expres- 
sion; lips more dry and a suggestion of dryness of tongue. 
Leucocytes, 8,500. Urine, scant; albumin and indican, posi- 
tive. Temperature, 98; pulse, 100. Diagnosis still in doubt, 
but condition more indicative of obstruction. The doctor 
imparts his suspicion to the relatives and hints at surgical 
interference. They in turn implore him to first try every- 
thing else possible and at least wait till morning. Here we 
are weighed in the balance and too often found wanting; 
we yield, and in a last effort a purgative is ordered. At 
2 A. M. the nurse reports that the patient is suffering from 
severe griping pains, distention more marked, and vomitus. 
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dark brown. with foul odor; active delirium. The doctor 
hurries to the bedside, only to find the report of the nurse 
confirmed; by this time there is almost constant gulping of 
dark brown fluid with fecal odor, extreme distention, 
parched tongue, pinched expression, rapid and thready 
pulse, sub-normal temperature, cold sweat and extreme rest- 
lessness. The abdomen is immediately opened, only to find 
evidence of diffuse peritonitis, which the experienced sur- 
geon at once recognizes as the beginning of the end. 

A truly awful picture, and a terrible indict- 
ment against the profession, one to which most of 
us must plead guilty. We waited too long. We 
wanted to be sure, and while thus temporizing, the 
golden opportunity slipped away. Statistics com- 
plete the story. 

We believe with Deaver, “that the reduction of 
the period between onset and operation is the prime 
It cannot be too often repeated that dur- 
ing this period the essential point is diagnosis and 
not treatment. If treatment there must be at this 
time (and we are not blind to the fact that the phy- 
sicicn feels the strong pressure of the patient and 
the family to be doing something), the physician 
should be sufficiently cognizant of the real issue 
and sufficiently resourceful not to be deluded or 


factor. 


forced into doing that which will endanger the cer. 
tainty of the diagnosis or unfavorably influence the 
course of the disease. 

“The danger of giving morphia before arriving 
at a diagnosis is well understood and it is only the 
densely ignorant and the ihcorrigible who pe:.ist 
in this misuse of narcotics. The purge belong. in 
the same category since it is even more deathly ‘ian 
the opiate.” 


The problem of acute intestinal obstruction can 
only be solved by early diagnosis and _proinpt 
surgical interference. It is vastly more imporiant 


that we recognize an acute surgical conditio:: in 
the zbdomen than to wait for evidence upon which 
to base a definite diagnosis of intestinal obstruc ion. 
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We do not know from whence ideas come, but the im- 
portance of the idea in medical research cannot be over- 
cs imated. From the nature of things, ideas do not come 
from prosperity, afluence and contentment, but rather from 
the blackness of despair, not in the bright lights of day 
nor the footlights glare, but rather in the quiet undis- 
turbed hours of midnight, or early morning, when one can 
be alone to think. These are the grandest hours of all, 
when the imagination is allowed to run riot on the problem 
that blocks the progress of research, when the hewn stones 
of scientific fact are turned over and over, and fitted in 
so that the mosaic figure of truth, designed by mother 
nature long ago, be formed from the chaos. 


In the medical literature of today, we have text books, 
scientific treatises, journals and magazines. One wonders 
if there is an end of knowledge. I fancy the pages that 
are covered with cancer literature, if spread out, would 
cover the state of Illinois. Yet, its solution is not at hand. 
I sometimes wonder if we are helped by too full a knowl- 
edge of medical literature. I must frankly confess that 
had I read all that was written on diabetes and known all 
of the conflicting views and theories I probably would 
never have tackled the problem. 

The young man who devotes himself to medical research 
must familiarize himself with the first paragraph of Osler’s 
“Alabama Student.” It begins as follows: 

“Chief among the hard sayings of the Gospel is the 
declaration, ‘He that loveth father or mother or son or 
daughter more than Me is not worthy of Me.’ Yet, the 
s.irit that made possible its acceptance and which is 


responsible for .Christianity as it is—or rather, perhaps, 
as it was—is the same which in all ages has compelle! 
men to follow itleals, even at the sacrifice of the near and 
dear ones at home.” 


The man who wishes to make a success in research work 
must be prepared to work. He must sever his connections 
with labor unions that restrict the hours of his labor. He 
must be prepared to live, move, and have his being in the 
laboratory, eating and sleeping beside his work, if need 
be. Matrimony and research have seldom gone together. 
Very many brilliant young men have been overwhelmed 
by domestic responsibilities and have been lost to research. 
Here again it is well to quote Osler, “Put your affections 
in cold storage. * * * ” 

It knows no protective tariff, no embargo, no boundary 
line, to prevent its free dissemination for the good of all. 
At present it is the common language and common spirit 
among the nations. May I make bold to hope that Amer- 
ican and Canadian science, depending as they do upon 
the efforts of individual minds, may harmoniously progress 
hand in hand, until that day is reached when they shall 
have contributed the maximum of good to the greatest 
number, and have brought the people at large to realize 
that science is the search for truth, that a true knowledge 
of God’s creation dispels superstition, fear and disease, 
brings happiness, peace and prosperity, and leads to that 
humility with which the informed intelligence recognizes 
the omnipotence of the Creator.—F. G. Banting address 
at the dedication of the Illinois Research Hospital, Chi- 
cazo. The Institution Quarterly, Vol. xv, No. 1. 
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MEDICAL CONDITIONS SIMULATING INTES- 
TINAL OBSTRUCTION * 
J. A. Lepax, M.D. 
St. Paul 


When we advance the statement that medical con- 
ditions can simulate intestinal obstruction we imme- 
diately admit that intestinal obstruction can either 
be overlooked or diagnosed where it is not found. 
This is proven frequently enough when one sees 
occasionally a patient operated for obstruction 
where the surgeon does not find any, and again 
another patient treated medically where a bowel 
obstruction is discovered only at the post-mortem 
table. Naturally the question arises: Why do these 
errors occur? Is it always due to a lack of train- 
ing, experience or poor medical or surgical judg- 
ment? No. it cannot be, because some of the most 
eminent medical and surgical authorities have made 
these mistakes. So it is. Why then is it so? The 
answer is simple. Intestinal obstruction is not 
always easy to diagnose. 

In general these errors in diagnosis may be at- 
tributed to, first, the absence or variation, in some 
cases, of such symptoms as pain, shock, collapse, 
vomiting, constipation, distention, tenderness, vis- 
ible peristalsis or tumor, known as the classical 
symptoms of intestinal obstruction; second, to the 
simulation of like symptoms by strictly medical 
conditions. It is natural then for the sake of clear- 
ne:s to divide the discussion into three groups. 


The first deals with definitely surgical condi- 
tions; the second considers conditions medical at 
first, which, however, eventually become surgical; 
the third group embraces strictly medical condi- 
tions simulating intestinal obstruction. 


Since the first group of conditions has been cov- 
ered comprehensively in the preceding papers it 
shall be dismissed here with mere mention. 

The next group comprises both surgical and med- 
ical conditions. The absence or variations of symp- 
toms is so marked at first that a diagnosis of an 
underlying surgical condition is impossible; hence 
the patient, while under constant observation, is 
temporarily treated medically. This variation of 
symptoms is usually dependent on the height and 
completeness of obstruction. High bowel obstruc- 
tion most commonly gives extreme pain, shock and 


_—_—. 


*Presented in symposium on Intestinal Obstruction 
at St. Paul Clinic Week, January, 1924. 


vomiting; constipation and distention may appear 
later and visible peristalsis is usually absent. Low 
obstruction again generally produces slowly dis- 
tention and constipation, pain is less severe and the 
shock may be very slight, while vomiting is either 
absent or occurs very late in the disease. The next 
factor adding to the confusion or variation of symp- 
toms is completeness or incompleteness of bowel 
obstruction. In intussusception and mesenteric 
thrombosis or embolism incomplete obstruction 
may obtain and symptoms like constipation and dis- 
tention may be absent or replaced by tenesmus and 
bloody stools. Thus simulation by Hanoch’s pur- 
pura, cirrhosis of the liver, enteritis and colitis is 
possible. It has been demonstrated, however, that 
most of these cases suffer from either partial or 
chronic intestinal obstruction. Of course, these 
cases are surgical, but the operation is delayed be- 
cause in the beginning a definite diagnosis of the 
underlying surgical condition cannot be estab- 
lished. To this group one may add also a few 
medical conditions which, failing to respond to 
medical treatment, demand surgical intervention. 
Such conditions are produced either by mechanical 
agents in the bowel or by functional paralysis of the 
intestine. The most frequent mechanical obstruc- 
tions are due to fecal impaction, parasitic infesta- 
tion and foreign bodies. Functional paralysis of 
the bowel may follow a severe injury to the testicle, 
ovary or hernial sac. It also may occur after a 
hemorrhoidal operation, abdominal paracentesis 
for large quantities of fluid, after passage of a 
renal and biliary calculus, and even rarely follow- 
ing operations not on abdominal viscera. 

To the third group simulating intestinal obstruc- 
tion belong strictly medical conditions demanding 
only medical treatment. The onset practically of 
any violently acute contagious or infectious disease 
must be considered. The onset occasionally of such 
diseases as Hanoch’s purpura, enteritis, colitis, 
typhoid fever, and cholera may simulate intestinal 
obstruction. A severe pleurisy or pneumonia may 
produce, by its toxic products acting on the nervous 
mechanism of the bowel, a paralytic ileus. This 
usually is temporary and can nearly always be re- 
lieved by medical measures. Mannaberg and Osler, 
however, both record cases where an operation was 
necessary to relieve the paralytic obstruction. Ure- 
mia and poisoning from arsenic and lead may pro- 
duce symptoms simulating bowel obstruction. One, 
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of course, is endogenous, the other two exogenous 
in origin. A urinalysis will usually suffice to sug- 
gest further study of the case. A renal function 
and blood chemistry test with a blood pressure 
study will be confirmatory of kidney insufficiency. 
The occupation, lead line, and stippling of red 
blood cells are important factors in making a diag- 
nosis of lead poisoning. Injuries or irritations to 
the nervous system, whether organic or functional, 
can also imitate symptoms and signs of ileus. One 
must, therefore, rule out any local injury to the 
peritoneum or omentum. Distant disease, again, 
e.g., in the thorax, may so irritate the sensory 
nerve segment that seemingly alarming symptoms 
are present mostly in the abdomen. The most fre- 
quent confusing of the spinal diseases is tabes dor- 
salis. An Argyll-Robinson pupil with absence of 
knee jerks usually makes one consider syphilis. 
Sometimes so-called functional neurosis, such as 
hysteria, adds to our confusion. A careful familial 
and personal history together with a superabundant 
and frequently dissociated number of symptoms 
places one at least on guard for possible neurosis. 


CONCLUSIONS 


1. Intestinal obstruction is not always easy to 
diagnose. 


2. The examiner ought to group the possibili- 
ties into one of the following groups: 


(a) Surgical and operate at once. 


(b) Medical at first, but later surgical due either 
to an insufficient or seemingly incompatible num- 
ber of findings to form in the beginning a surgical 
opinion, or to a definitely medical condition which, 
failing to respond to medical measures, must re- 
ceive surgical intervention. The medical treatment 
in this group ought not to continue longer than 
twenty-four hours, because the surgical mortality 
bears a direct ratio to the delay of the operation. 
It is in this group that all medical and surgical 
authors agree with the statement, “when in doubt 
operate.” 


(c) The third group is strictly medical and yet 
when authors like Mannaberg and Osler each report 
seeing pneumonia, by its toxicity, producing a para- 
lytic ileus which demanded surgical intervention, 
we can then appreciate properly how medical con- 
ditions can simulate intestinal obstruction. 


THE CLASSIFICATION AND TREATMENT oF 
HEMORRHOIDS* 
W. A. Fansier, A.M., M.D. 
Instructor in Surgery, University of Minnesot:. 


Minneapolis 


In the brief time assigned to this paper it is 
impossible to discuss all of the details and minor 
considerations incident to the many methods e- 
vised for the treatment of hemorrhoids. I merely 
hope to outline enough of the more important 
points to arouse some thought in this direction. 
The chief demand of the patient is that he be given 
a permanent cure and that he suffer as little pain 
as possible. In fact, pain is usually one of the 
chief considerations to him. It is quite possible 
to give him a permanent cure with practically no 
pain if we keep certain anatomical relations in mind 
and act accordingly. It will be recalled that almost 
all of the nerves of sensation of this region lie 
within the anal canal and that the rectum itself is 
almost insensible. It is this one point which en- 
ables us to care for these cases practically without 
pain. A minimum of trauma to the anal canal 
means a minimum of pain for the patient. 


The most simple classification of hemorrhoids 
which I know is to divide them into two distinct 
varieties. First, the internal, which lie above the 
junction of the anal canal and the rectum and are 
covered by the velvety appearing, mucous-secreting, 
columnar type of epithelium. Second, the external 
variety which lie at the outer orifice of the anal 
canal, are covered by true skin and appear a: a 
bluish swelling when the patient strains and the 
varicosities composing it are engorged with blood. 
At least half of the patients presenting themselves 
do not show either of these distinct types of 
lesion. More often than not a varicosity forming 
an internal hemorrhoid will extend downward into 
the anal canal thus forming an interno-anal hemor- 
rhoid, or the varicosity of an external hemorrhoid 
may extend upward into the anal canal, thus form- 
ing an externo-anal hemorrhoid. Not infrequently 
the varicosity will extend from within the rectum 
downward, completely through the anal canal, join- 
ing with an external hemorrhoid below to form an 
interno-ano-external variety. This may seem to he 
an unnecessarily detailed description of a condition 

*Presented before the Noonday meeting of the Hi »- 


ae County Medical Society, Wednesday, Arril 6, 





so con 
these d 
little p 
the ca’ 
prot ru 
out rey 
ply. 
Whi 
be ren 
ties mt 
those i 
metho’ 
cosilie 
cision. 
overly 
sharp 
cositi€ 
js to 1 
pile 2 
throu: 
ough 
subcu 
excep 
anal 


THE CLASSIFICATION AND TREATMENT OF HEMORRHOIDS 


so common as piles, but it is the recognition of 
these distinctions that enables us to cure them with 
little pain. Only too many cases are operated on 
the catch-as-catch-can principle, anything that is 
protruding being seized and burned or cut off with- 
out regard to its relation to the sensory nerve sup- 
ply. 

Whatever method may be decided upon it must 
be remembered that the anal and external varicosi- 
ties must be considered as a separate condition from 
those inside the rectum. I believe that the two best 
methods of dealing with the anal and external vari- 
cosilies are as follows: First, the method of ex- 
cision, in which case the redundant portion of the 
overlying skin and mucous membrane is removed by 
sharp dissection and through this opening the vari- 
cosities carefully dissected out. The second method 
is to make a buttonhole incision at the base of the 
pile and inserting the blades of a pair of scissors 
through this opening macerate the varicosity, thor- 
oughly destroying the vessels. This is done entirely 
subcutaneously and with care the skin is not cut 
except at the point of entrance. This leaves the 
anal canal intact and there being no raw surfaces 
the bowel movements are painless. Theoretically 
this method may not be quite as accurate as the 
first, but it is less painful and with experience the 
results are good. In connection with this type of 
hemorrhoid it is well to add that there are no ves- 
sels in the anal canal that it is necessary to ligate. 
This is a most important consideration for one lig- 
ature tied on anal tissue will cause the patient se- 
vere and prolonged pain. Only under most unusual 
circumstances should any ligatures or stitches be 
taken in this region and cauterization should never 
be done. If either ligatures or stitches are used 
pain is certain to result and should be expected. 

The anal and external varicosities having been 
dealt with, the next consideration is the treatment of 
the internal hemorrhoids or true rectal varicosities 
which remain. Personally, I usually eliminate 
these either by the injection of a 5 per cent solution 
of quinine urea hydrochloride or by ligation; but 
I also wish to mention other methods and to point 
out their advantages or disadvantages. In many 
cases with the internal hemorrhoids there is a great- 
er or less prolapse of the rectal mucous membrane 
and in choosing a method of cure this must be taken 
into consideration. 

The clamp and cautery method is one of much 
repute in the Northwest. I can only attribute this 
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to the fact that until very recently it was the usual 
operation done at the Mayo Clinic. Personally, I 
have never seen much excuse for this method. If 
the cauterization is confined to the rectum alone 
it is not painful, but usually some anal tissue is 
also included in the burn and then the patient’s 
agony begins. As a matter of fact many who now 
profess to favor the clamp and cautery do not really 
do the clamp and cautery operation. They first dis- 
sect up the hemorrhoid and then applying the clamp 
around the shred of tissue left at its base announce 
that they have done a clamp and cautery operation. 
One reason advanced in favor of this method is 
that it is extremely simple and anyone can do it. 
If it is simply a question of seizing any protruding 
or bulging tissue with the pile clamp and then 
burning it off it is “simple.” After the pain has 
subsided the resulting scar may produce relief if it 
does not produce a stricture. However, knowing the 
pain caused by a burn and the cicatrix and contrac- 
tures resulting from it, I cannot feel that it is a 
very safe procedure to turn anyone but an expert 
loose in the rectum, with a pile clamp and a hot 
soldering iron. I have seen only one stricture fol- 
lowing a ligation operation and I have seen many 
following clamp and cautery. Aside from the pain 
and granting that in the hands of an expert there 
is no danger of stricture, there is still another more 
important reason why to me this method is not 
good. I do not believe that it is humanly possible 
to do an accurate removal of all the varicosed veins 
with instruments as crude and clumsy as the clamp 
and cautery. Some varicosities are almost certain to 
be left and some healthy tissue sacrificed. Examina- 
tions of these cases after operation will prove this 
point in many instances. 

What is really the result when the clamp and 
cautery is done and why is the percentage of appar- 
ent cures fairly high? In the first place several 


lines of cauterization are made along the long axis 
of the bowel. The scar produced by this binds the 
mucous membrane to the muscular coat of the 
bowel as in the case of linear cauterization for pro- 


iapse. This, of course, prevents protrusion and 
relieves the patient of this symptom. However, it 
does not prove that no piles are present; it only 
proves that they no longer protrude. If the rectum 
is inspected through a speculum large varicosities 


will often be seen clinging to one or both sides of 


_ these lines of scar, tethered in place like a toy 


baNoon en the end of a stick. The scar prevents 
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their protrusion but they are there and likely to 
cause trouble later. 

As has beeh previously stated, prolapse of the 
mucous membrane is present with many cases of 
hemorrhoids. As a matter of fact, many cases are 
treated as hemorrhoids, where the chief trouble 
present is really a prolapsus. In these cases a few 
varicosities appear to protrude through the anus 
and so hemorrhoids are diagnosed, but if more 
careful examination is made it will be seen that 
these varicosities are small. The major part of the 
protrusion is really a prolapsus of the mucous 
membrane which, in sliding down, has carried a 
few hemorrhoidal vessels with it. I would say 
off hand that fifty per cent of the persons complain- 
ing of hemorrhoids have this condition. Clamp 
and cautery does relieve this type of prolapse. If 
these cases are examined after operation all of the 
piles appear to have been removed, the reason being 
that there were really no piles present in the first 
place. If the cases which actually have large inter- 
nal hemorrhoids were considered I believe practi- 
cally all of them would show a considerable amount 
of hemorrhoidal tissue left after the clamp and 
cautery operation. 
be present. 


Either this or a stricture would 


Another method of dealing with internal hemor- 
rhoids is advanced by Dr. Murray of Duluth, who 
uses it on both internal and external type. This, 
as was previously described, is to make a button- 
hole incision at the base of the pile, then with scis- 
sors to destroy subcutaneously the hemorrhoidal 
vessels. This is a useful method, but requires more 
experience to do well than open dissection with 
ligation. The inexperienced are likely not to de- 
stroy the vessels thoroughly enough. 
painful than complete excision. In my opinion, 
it should not be used in cases associated with pro- 
lapse of the mucous membrane, which, as was pre- 
viously stated, is quite comomn. 


It is less 


Method of injection.—In this case I use the injec- 
tion of a 5 per cent quinine urea hydrochloride 
solution, based on the original work of Dr. Terrill 
of Richmond, Virginia. These injections are made 
at weekly intervals, using from 0.5 to 2 c.c. of 
solution. More than one injection to a hemorrhoid 
may be necessary. These injections are not very 
painful and have the advantage that the patient can 
work every day. The time of cure is usually from 
six to eight weeks, but this period can be shortened 
to two or three weeks if the patient can be quiet. 


This method may be employed even where there jg 
some prolapse of the mucous membrane, for if a 
few injections of the fluid are made between the ju. 
cous and muscular coats as well as into the hemor. 
rhoids, the reaction produced will cause scar tissue 
to form which binds the mucous and muscular eats 
together, thus curing the prolapse. I have previ- 
ously described this procedure in a paper presented 
before the Southern Minnesota Medical Sox iety, 
The danger of embolus, liver abscess, etc., ix too 
quently mentioned as an argument against th: in. 
jection method. I can only say that it never as vet 
has occurred in my experience, nor do I belicve 
there is much danger if ordinary antiseptic precau- 
tions are observed. That they may occur if one is 
careless of his technique is quite possible. We all 
know of occasional deaths and other serious :om- 
plications following operations for hemorrhvids, 
whether done by clamp and cautery, ligation or 
other methods. It may be possible that eventually 
some misfortune may attend a case where I have 
employed the injection method. Nevertheless | 
feel that the method is at least as safe as any other, 
Electrolysis may be used in the same cases wihiere 
injection can be done and the same principles 
apply. 

Ligation.—Where operative procedure is neces- 
sary or decided upon I feel that this is the method 
of choice. My preference for this is that all patho- 
logical tissues may be accurately dissected out and 
removed as cannot be done with the clamp and 
cautery. This applies whether simply hemorrhoids 
or hemorrhoids and prolapus exist. The external, 
anal and internal are all done with one dissection 
and it is relatively painless. There are two varia- 
tions of the method which I think best. The first 
is to bring the internal hemorrhoid into view: then 
with a curved needle take a stitch at its upper pole. 
Tying this, the vessel supplying the hemorrhoid is 
cut off, and the procedure rendered almost blood- 
less. The ends of the ligature are left hanging and 
the lowermost part of the hemorrhoid seized and 
dissected upwards almost to the ligature and a tie 
then made around the stump. This method has 
the advantage of being almost bloodless, but the 
disadvantage of stitching through the rectum. ‘his 
probably increases the danger of infection and 
often delays the separation of the ligature. ‘he 
second method is to start the dissection at the lower- 
most part of the varicosity, carry it well up into the 
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rectum and then ligate. This method requires no 
stitch, but it is more bloody and unless the ligature 
js tied very close to the mucosa it may leave a little 
polyp-like tab of mucous membrane when the liga- 
ture separates. I usually leave the ligatures long, 
for by so doing they act to a certain extent as a 
wick, and, what is more important, it can be told 
when they have separated. If they are unusually 
slow, gentle traction each day will hasten their 
separation. 

This paper is entirely a personal one and the 
synopsis of the various methods represents only 
my own convictions. I hope it will arouse interest 
in some of those present to continue to investigate 
problems in this connection. While we may not 
always agree, it is only by exchange of ideas that 


we progress. 





RESTRICTIONS IN LICENSURE EXAMINATIONS TO 
THINGS THAT ARE SIGNIFICANT 

Attention is again directed to the subject discussed by 
Dean Edsall in an article recently published in the Bulle- 
tin. 

This article emphasizes particularly that state boards 
like medical schools are more concerned with the increas- 
ing of requirements, mainly as to the simple acquisition 
of facts rather than an intelligent contemplation of these 
facts, or the comprehension of the competent use of them. 

There is an increasing tendency because of tradition 
and custom, both in teaching and licensure examination, 
to retain certain knowledge and facts that are obsolete 
and have long ceased to be of value. 

There is no question that the medical curriculum, as 
well as qualifying examinations, have become extremely 
rigid in this country. It has been well said that there is 
less intellectual freedom in the medical course than in 
any other form of professional education. Individuality 
is submerged and there is little opportunity for developing 
individual responsibility. 


It is time also that the quality of knowledge should 
take precedence over quantity, and this applies particu- 
larly to licensure examinations. 


This appeal from Dr. 
Edsall to examine only in the significant and important 
things is therefore very timely. 

The state boards responded promptly to the general re- 
quest that examination in materia medica, pharmacology 
and therapeutics be limited to the more important drugs. 
Why cannot this same principle be applied to the other 
subjects? 

It is earnestly hoped that the Federation will offer its 
fullest co-operation so that this most desirable change in 
examination methods can be brought about.—Federation 


Bulletin, Vol. X, No. 5. 
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ETHYLENE ANESTHESIA: REPORT ON USE 
AT ANCKER HOSPITAL 


J. Ricnarps Aure.ius, M.D. 
St. Paul 


Inspired by the results of the experimental and 
clinical work of A. B. Luckhardt and J.B. Carter 
of Chicago, and of W. E. Brown, of Toronto, 
pioneers in the recent development of ethylene 
anesthesia, we decided recently to give ethylene 
anesthesia a thorough trial at this hospital to de- 
termine whether or not it had a practical applica- 
tion in a hospital of this type, considered from 
both a clinical and financial standpoint. Since: 
our first ethylene anesthetic we have used it to the: 
exclusion of all other general anesthesia, except: 
when several operations were scheduled simulta- 
neously so that the ethylene apparatus was not: 
available for all. We have made the following: 
observations on 300 cases of ethylene anesthesia 
through a wide range in the field of minor and 
major surgery. sod 


-) bape 


We desire here to express our indebtedness to 
Miss T. Zita Costello, R.N., anesthetist, and Dr. 
Carl Stomberg for their aid in the preparation of 
this report. 


An analysis shows that of the three hundred 
cases, 194 were major surgical procedures, which 
included 12 cholecystectomies, 20 salpingectomies, 
43 appendectomies (of which 27 included general 
peritonitis), 22 herniotomies, 8 hysterectomies, 3 
thyroidectomies, 5 ectopic pregnancies, 3 thoraco- 
plasties and 2 gastro-enterostomies. The minor 
surgical procedures were chiefly perineal repairs, 
curettements, abscesses, reduction of fractures, and 
the like. 

The age limits varied from an infant of two 
months, with a sub-periosteal abscess (mastoid), 
to an adult male of seventy-seven years, who was 
anesthetized for implantation of radium needles. 
Fourteen cases were sixty years or over and thirteen 
cases were six years or younger. For both age 
extremes, ethylene anesthesia had no bad effects, 
but rather seemed an ideal anesthetic because of the 
ease and rapidity of induction, the quiet, undis- 
turbed respiration, the regularity of the pulse dur- 
ing the anesthesia and the absence of any untoward 
post-operative symptoms such as shock, pulmonary 
involvement or severe vomiting. We have experi- 
enced nothing that would indicate that ethylene 
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anesthesia is anything but the safest and most 
desirable anesthesia at present available for the 
extreme age limits. 

For the 300 cases, 208 hours of ethylene-oxygen 
gas were used, giving an average of forty-three 
minutes per case, with seven cases consuming more 
than two hours. In 40 of these cases, ether was 
used at some stage of the operation, sometimes to 
aid relaxation or during induction in cases where 
the patient was unduly excitable or unyielding. 

The induction period for ethylene has averaged 
four and one-half minutes. A few cases required 
up to eight and ten minutes for induction, but 
when a longer period than this was consumed ether 
vapor was found to be necessary, as in two cases 
of general peritonitis. In practically all cases the 
induction has been quiet and free from struggling 
and talking. In some alcoholics and in some cases 
of severe peritoneal involvement, the induction was 
modified very much, making it necessary to add 
ether vapor. However, in many such cases, the 
patient was very slow to yield even with ether as 
an adjunct and this was generally true of all cases 
that did not yield promptly to ethylene. 

We have fourid in the great majority of cases 
the relaxation has been very satisfactory for prac- 
tically all major procedures. The relaxation is 
definitely more complete than with nitrous oxide, 
and less than with ether in some cases. In 40 of 
our cases we have used ether in some part of the 
operation and this has been necessary either dur- 
ing the induction or during severe peritoneal or 
mesentery manipulation. The ether used has varied 
from a few minutes up to fifteen. These cases 
were often relaxed only with great difficulty and 
sometimes unsatisfactorily, even when ether was 
added. We have been led to believe that the com- 
mercial ethylene varies or that certain impurities 
may be present in different cylinders because twice, 
upon using new tanks of ethylene, the relaxation 
was very poor in all cases using that gas, and upon 
replacing the cylinders for others no further trou- 
ble was experienced. 

The recovery from the anesthetic has been uni- 
formly prompt in all cases, even when ether has 
been used. The patient is oriented in one to two 
minutes and the length of the anesthesia does not 
seem to affect this prompt recovery. Just before 
awakening there is a vomiting reflex present which 
not infrequently causes the patient to regurgitate 
usually a mucous material. Sometimes there is 


definite vomiting while the patient is still on the 
operating table, but usually this does not occur 
after the patient has awakened from the anesthetic, 

During the anesthesia the patient’s skin remains 
remarkably dry, noticeable perspiration haying 
been present in less than ten cases, and usually this 
has appeared during a strenuous induction pe: iod, 
as occurs in most alcoholics. The color remains 
normal, and in no case has there been cyanosis, 
regardless of how hard the anesthesia. has een 
pushed, providing the minimum oxygen percentage 
necessary for respiration has been given. The seep 
is very quiet, the respirations uniformly deep and 
regular, simulating exactly a normal sleep. Record 
of the pulse and respirations before, during, and 
after the operation have been kept as a part o/ the 
anesthesia record. The pulse and respirations 
before operation are those charted on the ward 
just before the patient is sent to the operating room. 
During the operation they are recorded about every 
five minutes, and following the operation they are 
again recorded as soon as the patient has awakened, 
before he leaves the operating room. In analyzing 
these records, we find the respiration rate was in- 
creased in 132 cases, an average of 3.8 respirations 
per minute, in all cases, and for those that had 
ethylene only (no ether), a rise of 2.8 respirations 
per minute. The respirations were decreased in 47 
cases, an average of 2.8 respirations per minute 
or 2.5 for those patients who had no ether. ‘he 
remaining 121 cases showed no respiratory change. 
The pulse in 150 cases was increased an average 
of 7.8 beats per minute or 5.7 beats in those cases 
where ethylene alone (no ether) was used. It was 
decreased 5.3 beats per minute in 97 cases, and for 
those cases that had ethylene only, a decrease of 5 
beats per minute was shown, also a negligible dif: 
ference. The remaining 53 cases showed no pulse 
changes. Therefore, we find that in ethylene anes- 
thesia, including cases where a small amount of 
ether has been used, that there is a slight decrease 
or no change in the respiratory rate in 75 per cent 
of the cases, and in the other 25 per cent, the in- 
crease is only three to four respirations per minute; 
that the pulse remains the same or is decreased in 
50 per cent of the cases and that in the other 5) 
per cent there is an increase of seven to eight beats 
per minute. When we exclude the patients who 
have had ether we find that there is practically no 
difference, the reason being that very little ether 
was used in any case. 
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We have been unable to take blood-pressure 
readings on all cases but those that have been taken 
have shown no appreciable change during or after 
the anesthetic. On a number of patients we have 
taken the clotting time before and during the anes- 
thesia and here also we have not been able to dem- 
onstrate any change. 

Following an operation in a patient who has not 
had premedication of morphine, we find that the 
patient complains of pain very soon and that mor- 
phine is usually necessary within fifteen to thirty 
minuies after return from the operating room. 
Patients who have had morphine previous to the 
operation do not complain of pain nearly as soon 
and often can go several hours before medication 
is necessary, but other conditions being equal, it 
js necessary to give medication for relief of pain 
considerably earlier in ethylene cases than in ether 
cases. Morphine premedication does not seem to 
have any effect on the course or ease of adminis- 
tration of the ethylene anesthesia. 

The results from ethylene anesthesia from the 
standpoint of post-operative nausea and vomiting 
have, indeed, been very gratifying and we are likely 
to speak so favorably as to seem overenthusiastic. 
However, in comparing the period of our use of 
ethylene with a like period just prior to its use here, 
when ether and nitrous oxide were our anesthetics, 
we note a very appreciable lack of post-operative 
nausea and vomiting and an unusually uneventful 
convalescence of cases on all surgical services. 
Examination of records shows that there has been 
some vomiting after return from the operating room 
in 61 casés, sometimes only once and often very 
slight, and in only a few cases prolonged and _se- 
vere. Twelve of these cases had ether during some 
part of the anesthetic. These cases include 6 cho- 
lecystectomies with appendectomies, 8 appendec- 
tomies, 5 salpingectomies,’3 ectopic pregnancies, 2 
thyroidectomies, 3 hysterectomies, 3 curettages, 3 
herniotomies, 3 pelvic abscesses with general peri- 
tonitis, 1 thoracoplasty, 1 nephrectomy and 1 or- 
chiectomy. The severest and most prolonged vom- 
iting has been noted in cases of severe shock, as 
in acute appendicitis with general peritonitis and 
as in one case of ectopic pregnancy, where the 
bleeding had been excessive and the patient was in 
considerable shock. In the gallbladder cases, the 
vomiting was most frequently present (six cases 
out of twelve), but not prolonged or excessive. 
Several patients had a definite psychic element 


56L 


present that unquestionably modified the post-oper- 
ative course. These 61 cases do not include the 
cases that vomited while still on the operating 
table before awakening fully from the anesthetic. 
This has happened more frequently than the vomit- 
ing after leaving the operating room. This vomit- 
ing is probably due to the return of reflexes as the 
patient is awakening, as most commonly it consists 
of only a few contractions or attempts at vomiting, 
often producing only a bile-stained mucoid emesis. 
Very occasionally, this vomiting may be consider- 
able in amount. 

It is interesting to note that there has been very 
definite indication of inequality of the commercial 
ethylene, as stated before. We had two tanks at 
some considerable interval apart that seemed to 
be different from the usual ethylene in that the 
incidence of vomiting would be present successively 
and persistently until the cylinder being used was 
exchanged for a new one, when its occurrence would 
drop immediately to normal frequency. We have 
been unable to attribute the coincident difficulty of 
fully anesthetizing patients and the increased vomit-- 
ing to anything but impurities in the ethylene. Im 
the 300 cases there were less than 10 cases of severe: 
vomiting, regardless of the condition of the patient,, 
and the stomach lavage has been necessary but 4 
or 5 times. Including all cases, vomiting either ~ 
mild or severe has been present in less than 25 per 
cent of the cases. 

Gas pains have been the source of very little 
complaint; certainly, very definitely less than for 
ether anesthesias and when present have usually 
been in cases of severe peritoneal irritation. 

Food can be more freely given than after ether 
anesthesia. Liquids have been taken very freely 
in most cases on the day of operation and often 
broths or even milk drinks have been tolerated, 
depending, of course, upon the length of the anes- 
thesia and the nature of the surgical procedure. 
On the first and second post-operative day soft diet 
has been well taken where the operative condition 
has not contraindicated. 

The general convalescence has unquestionably 
been far more uneventful and definitely more rapid 
in the ethylene cases and the general condition of 
the patient, especially the first post-operative days, 
is surely better than with other general anesthetics. 
Undoubtedly, this is a factor in speeding up the 
convalescence and a patient’s stay in the hospital. 

Of the cases of special interest, we wish to men- 
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tion that of a patient operated for acute appendi- 
citis, who had a history of angina pectoris. This 
patient was anesthetized with ethylene at 9:45 A. M. 
and in twenty minutes had an attack in which the 
pulse became slower and very weak, the extremities 
became cold, the body was cold, and covered with 
excessive perspiration, and the respiration rate de- 
creased. The operation was stopped and the patient 
given oxygen immediately, coming out of the anes- 
thesia very promptly, but apparently in consider- 
able pain. In about five minutes the attack had 
subsided and the patient was re-anesthetized and 
the operation was finished uneventfully. It is a 
question, of course, how well the patient would 
have fared with an anesthesia less easily controlled 
than ethylene, and whether the operation could also 
have been finished without further disturbance. 

In the case of a boy, aged 7, we had the coinci- 
dence of an acute appendicitis (ruptured) and a 
lobar pneumonia. The patient was very sick, but 
surgery was necessary, and the appendix was re- 
moved under ethylene anesthesia. The boy recov- 
ered in the usual time of a drainage case, with no 
further complications and the pulmonary condition 
apparently in no way affected by the anesthesia. 

Two cases of thoracoplasty on tuberculous pa- 
tients have been successfully performed under ethy- 
lene anesthesia in which the patients recovered 
promptly from the surgical procedure, evidently 
suffering very little shock and giving no evidence 
of irritation or disturbance to the pulmonary con- 
dition. In one case, the first stage was done before 
ethylene had been instituted at this hospital, so 
that local and nitrous oxide anesthesia was used. 
The anesthesia was quite unsatisfactory, the patient 
having considerable pain and suffering definite 
shock. With the second stage, in which portions 
of a larger number of ribs were removed and the 
procedure generally was more radical, we had an 
uneventful ethylene anesthesia, with practically no 
post-operative shock and a very rapid recovery. 

The average cost of ethylene-oxygen anesthesia, 
as it is given routinely, has been about $2.40 to 
$3.00 per hour, with the ethylene alone averaging 
about $2.00 to $2.40 per hour. It is evident that 
ethylene costs definitely much less than nitrous 
oxide and about that same proportion more than 
ether. However, in considering the advantages of 
ethylene over the other general anesthetics, espe- 
cially from the standpoint of the comfort and well- 
being of the patient, besides the saving in shorter 


hospitalization, the extra cost is well compensated 
for. 
SUMMARY 


1. All ages seem to tolerate ethylene ane thesia 
very well, and it is, apparently, an ideal anesthetic 
for both the age extremes. 


2. Induction has been quiet and rapid, »xcept 


in some cases of alcoholics and general peritonitis, 


3. The relaxation has been usually sufficic it for 
all surgical procedures. In cases where it is not 
sufficient with ethylene-oxygen alone, ether . apor, 
which is easily administered in conjunction with 
the ethylene-oxygen apparatus in small am unts, 
gives the desired relaxation, without affectin» the 
post-operative results of ethylene anesthesia. 

4. The recovery from the anesthesia is uniform. 
ly prompt. It is not infrequently eccompanied by 
a momentary return of the vomiting reflex. 

5. Seventy-five per cent of cases show a slight 
decrease or no change in the respiratory rate and 
the other 25 per cent have a rise of 3 to 4 respira. 
tions per minute. Fifty per cent of the cases show 
a slight decrease or no change in the pulse rate and 
the other 50 per cent show only an increase of -even 
to eight beats per minute. 


6. There has been no noticeable chanze in 
blood pressure either during or after the anesthesia; 
nor has the blood clotting time been chanzed from 
normal during the anesthesia. 


7. Medication for relief of pain after operation 
is necessary sooner after ethylene cases than for 
ether. 


8. In our series of cases, which included both 
minor and major surgery, the vomiting following 
operations has been present in about 25 per cent 
of cases; very rarely is it severe or prolonged, and 
usually occurring but one or two times. Slight 
vomiting is quite frequently present in the operat- 
ing room, just before the patient awakens. Impuri- 
ties in the commercial ethylene undoubtedly are an 
important causative factor for some post-operative 
vomiting. 

9. Pulmonary conditions apparently are not 
affected by the ethylene anesthesia; at least it can 
be given with relatively very little danger. 


10. The cost of ethylene-oxygen anesthesia is 
considerably less than for nitrous oxide, and though 
more costly than ether, its many advantages def- 
nitely offset this increzsed cost. 
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EDITORIAL 


Ethylene Anesthesia 


The gas ethylene (C,H,) is one of the new gen- 
It was introduced by Luckhardt 
and Carter, and was first used in the Presbyterian 
Hospital, Chicago. It is one of the hydrocarbon 
gases which is prepared by removing one molecule 
of water from grain alcohol. It may be looked on 
as an anesthetic occupying an intermediate place 
between nitrous oxide and ether, and has certain 
very distinct advantages. 


eral anesthetics. 


Ethylene may be given:through the ordinary gas 
inhaler. About 20 per cent of oxygen must be 
combined with it. It mixes satisfactorily with 
ether. and through the ordinary inhaler, from 1 to 
25 per cent of ether vapor may be given at any 
time. Anesthesia may be produced by ethylene 


within two or three minutes, and with very little 
discomfort to the patient; very seldom is any excite- 
ment or sense of suffocation experienced. When 
ethylene is properly given very little change in the 
pulse or respiration is noticed. Patients perspire 
but little and awaken quickly after the anesthetic 


is withdrawn. It is borne well by the lungs and 
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there is little tendency toward accumulation of 
mucus in the respiratory tract or throat. 


The relaxation produced is sufficient for all ordi- 
nary operations outside the abdomen, but in order 
to obtain the proper relaxation in intra-abdominal 
operations it is often necessary to use in conjunction 
with ethylene other substances which tend to in- 
crease relaxation. One-sixth of a grain of morphin 
administered half an hour before an operation 
tends to increase the efficiency of the anesthetic, and 
in abdominal work greater relaxation may be pro- 
duced by the injection of 0.5 per cent novocain 
solution in the subperitoneal tissues after the inci- 
sion has been made through the skin, aponeurosis 
and muscles. In all abdominal operations the nar- 
row margin of anesthesia produced by ethylene 
may be broadened, and relaxation increased by 
administering also a small amount of ether (1 to 
8 per cent). There is probably as much vomiting 
following ethylene anesthesia as following ether, 
but the reflexes are quickly regained after the anes- 
thetic is discontinued, and patients are usually well 
able to take care of any material vomited. 


In obstetrical work a combination of nitrous 
oxid and ethylene has proved very satisfactory. 
As an adjunct to local anesthesia during certain 
periods when it is necessary to make traction, and 
so forth, ethylene is also of great advantage on 
account of the rapidity with which anesthesia is 
produced and the ease with which patients awaken 
after it is discontinued. 

Ethylene has the disadvantage of being a very 
inflammable gas, and cannot be safely given while 
a thermocautery of any sort is being used. This 
difficulty may be overcome by discontinuing the use 
of ethylene gas and supplanting ether for a few 
minutes before and during the time the cautery is: 


to be used. 


Ethylene given in lethal doses to animals kills 
by paralyzing respiration, but cardiac failure is 
late in developing, and after respiratory failure 
has occurred animals may be resuscitated by induc- 
ing artificial respiration. 

Surgeons who work with ethylene as an anes- 
thetic, especially in the abdominal cavity, should 
develop a technic similar to that used in operating 
under local anesthesia; that is, gentle manipulation 
with as little traction as possible on the abdominal 
walls or abdominal organs. 


For many years ether has occupied a prominent 
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place among anesthetics; it is so safe and produces 
such excellent relaxation that it will be difficult to 
displace it completely with another anesthetic. 
Ethylene may be regarded, however, as one of the 
newer anesthetics, which will probably occupy an 
important place unless it is replaced by an agent 
which is less inflammable, or superior. 


W. E. S. 





The Arrangements for Meeting Places for 

As previously stated in this Journal the meeting 
of the American Medical Association from June 
9th to 14th was held on the new Municipal Pier in 
Chicago. It was the largest in point of attendance 
ever held. The various sections were all housed 
in subdivisions of the pier under one roof. The 
halls were made by building up the lateral walls 
from the floor to the roof and subdividing the long 
pier by means of some thin material similiar to 
compoboard. A small door was placed at the rear 
end of each hall for the purpose of entrance and 
exit of the fellows. A platform about three feet 
high was placed at the other end of each room and 
folding chairs were distributed throughout the hall. 

While it was of great advantage to have all the 
sections meet under one roof and the space allotted 
for displays was ideal, there were some features 
about the arrangements for the meeting which were 
unsatisfactory and offer subject material for some 
observations. 

The inadequacy of the halls themselves was per- 
haps more noticeable in the larger sections. The 
only provision for ventilation was through the 
small door in the rear of the hall. Incidentally, 
when this door was open or when the curtain over- 
hanging it was pulled aside a flood of light entered 
the hall which interfered greatly with the demon- 
stration of lantern slides. The acoustics were so 
bad that in some of the halls anyone situated toward 
the rear could hear only the loudest speakers. To 
add to the difficulty in hearing, street cars and 
trucks passing along outside the pier contributed 
sufficient noise to be most exasperating. In addi- 
tion, the constant movement of the chairs about 
the floor incident to the coming and going or the 
restlessness of the fellows added to the turmoil. 
As a matter of fact, it was necessary for the indi- 
vidual, if he wished to hear the speakers, to sit so 


near the front in some of the large halls that the 
lack of ventilation was most depressing. The 
absence of shaded drop-lights and speakers’ -1ands 
was also noticeable. 


Poor acoustics, poor ventilation and lack of fa. 


cilities to show lantern slides always have a ten lency 
to make the members become restive and at this 
meeting it was our observation that occasions in 
which those farthest from the stage were noi talk. 


ing with each other, moving their chairs aroun and 
adding to the inconvenience of those who were try- 
ing to listen were the exception rather than the 
rule. 


It is an indisputable fact that the hall presenting 
perfect acoustics, immovable chairs, carpeted isles, 
a maximum of elimination of noise and facility 
for the demonstration of lantern slides or motion 
pictures without unnecessary delays gives the 
speaker the best opportunity to present his subject 
and gives his listeners likewise an opportunity to 
gain the maximum benefit therefrom. 


In these metters the local committee of arrange- 
ments of any medical association has an important 
duty to perform. Attention to the above men! ioned 
details before the ‘opening of the session -hould 
receive more attention than it has in the past. 


Too often, men have spent a great deal of 
time and money in the preparation of lantern slides 
or motion pictures only to find on their arrival at 
the meeting place that no provision has been made 
for the exhibition of the same. While it is true 
that arrangements were made for the exhibition of 
motion pictures in a separate hall, this method of 
teaching and demonstrating has reached the stage 
where a motion picture outfit should be available 
before any of the sections should some contributor 
to the program find it desirable. 


This criticism, which is intended to be entirely 
constructive, applies as well to the meeting places 
of all medical associations as to that of the na- 
tional organization. In our opinion there is. how- 
ever, decidedly less reason for failure to provide 
each section with the simple prerequisites men- 
tioned above when considering the meeting 0! the 
American Medical Association than there is in re 
gard to most other organizations and it is in the 
hope of bringing about an improvement in ‘hese 
important details during future meetings that this 
criticism is made. 
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DR. O. M. HAUGAN 

O. M. Haugan, well known physician of Fergus 

died at St. Luke’s Hospital, Fergus Falls, May 25, 

as a result of cerebral hemorrhage and complications. 

Haugan was born near Trondhjem, Norway, fifty- 

years ago. At the age of five he came with his 
parents, a brother and three sisters, to South Dakota. 
Here near the village of Volin, where he was raised, he 
was )rought for burial in the family lot, where his parents 
and ‘wo sisters had been laid to rest before him. 

After attending the country public schools, Otto Haugan 
o Red Wing Seminary, where he graduated from the 
Colleiate Department. He also taught there during the 
lat \ear of his course. He later taught in the public 
s of Ottertail County, Minnesota, and in Iowa. He 
then entered the University of Minnesota and finished the 
literary course in three years, following which he returned 
to Oitertail County, where he served for several years as 
superintendent of the county schools. 

Dr. Haugan received his medical training at Northwest- 
ern Lniversity. Following his graduation there in 1902 he 
came directly to Fergus Falls, where he practiced to the 
time of his death, a period of twenty-one years. 

Dr. Haugan was a man of lovable disposition and was 
very popular in his community. While he kept abreast 
with medical progress by taking some post graduate work 
almost every year, he never lost his interest in educational 
activities to which his earlier life was devoted. He was a 
member of the school board and was much in demand as 
a public speaker at graduation exercises and at various 
meetings of young people’s societies. His entire life was 
a reflection of early training in a Christian home and his 
motto in life was “Service.” 
the midst of service to his fellow men. 

Tueo. S. Pautson, M.D. 


went 


scho« 


DR. BENJAMIN HARVEY OGDEN 


Dr. Benjamin Harvey Ogden, St. Paul, died on June 12, 
at the age of sixty-four years. 

Dr. Ogden was born in Northfield, Minnesota, where he 
received his early schooling and was graduated from Carle- 
ton College in 1881. He recéived his. degree as Doctor of 
Medicine from Hahnemann Medical College of Philadelphia 
in 1885. 

After practicing his profession in Northfield for a year, 
Dr. Ogden moved to St. Paul, where he was actively en- 
gaged as physician and surgeon until failing health a year 
ago forced him to retire. Dr. Ogden was a member of the 


staffs of Ancker, Miller, St. Luke’s and St. Joseph’s hos- . 


pitals in St. Paul. He had also held the presidency of the 
State Homeopathic Society and was for a time connected 
with the College of Medicine at the University of Minne- 
sota and held membership in both the Ramsey County and 
Minnesota State Medical Associations. 

Dr. Ogden is survived by his wife, a daughter, Mrs. 
Arletta Kuby, and a son, Dr. Warner Ogden of St. Paul. 





He died as he had lived in 


REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


MINNESOTA STATE MEDICAL ASSOCIATION 


The annual meeting of the Minnesota State Medical 
Association is scheduled to meet in St. Cloud, Wednesday, 
Thursday and Friday, October 8, 9 and 10, 1924. Arrange- 
ments for the program are nearing completion in the 
hands of the Program Committee, which is made up of the 
chairmen of the two sections, Medicine and Surgery, Dr- 
E. L. Tuohy, Duluth, and Dr. A. C. Strachauer, Minne- 
apolis, and the secretary of the State Association, Dr. 
Carl B. Drake, St. Paul. 

Dr. C. B. Lewis, St. Cloud, who is acting as chairman 
of general arrangements, is completing plans for the meet- 
ing with the aid of the following local committees: 

Committee on Exhibits—H. W. Goehrs, Chairman, I. E. 
Bowing, H. F. Clark. 

Committee on General Entertainment—Wm. Friesleben, 
Chairman, P. E. Stangl, T. N. Fleming. 

Committee on Hotel Accommodations—J. H. Beaty, 
Chairman, J. C. Boehm. 

Committee on Entertainment of Ladies—J. P. McDowell, 
Chairman, C. A. Rathburn. 

Committee on Lantern Slides—M. J. Kern, Chairman, 
C. F. Brigham. 

Committee on Reception of Members—W. L. Beebe, 
Chairman, A. D. Whiting. 

Committee on Telephone Service—F. H. Stangl, Chair- 
man, Julius Adams. 

Committee on Meeting Places—C. S. Sutton, Chairman, 
J. S. Dunn. 

Sign Committee—H. McGibbin, Chairman, L. P. Adams. 

Golf Committee—J. J. Gelz, Chairman. 


NORTHERN MINNESOTA MEDICAL ASSOCIATION 
The annual meeting of the Northern Minnesota Medical 
Association will be held in Duluth, Monday and Tuesday, 
August 4 and 5, 1924, in the auditorium of St. Mary’s 
Hospital. The forenoons will be given to clinics, the scien- 
tific program being held each afternoon. Guests at the 
meeting will be entertained at a banquet Monday evening. 
Clinics for the morning sessions have been arranged as 
follows: 
Monday, August 4th, 8 a. M. to 12:30 Pp. M.— 
Surgical Clinic: 
Dr. T. L. Chapman 
Dr. W. A. Coventry 
Internal Medicine: 
Dr. S. H. Boyer 
Dr. F. W. Spicer 
Dr. L. L. Merriman 
Pediatric Clinic: 
Dr. O. W. Rowe 
Dr. C. O. Kohlbry 
Orthopedic and Associated Clinics: 
Dr. J. R. Kuth 
Dr. B. F. Davis 
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Tuesday, August 5th, 8 a. m. to 12:30 Pp. M.— 
Internal Medicine Clinic: 
Dr. E. L. Tuohy 
Dr. T. R. Martin 
Dr. F. J. Hirschboeck 
Dr. P. G. Boman 
Surgical Clinic: 
Dr. A. N. Collins 
Dr. A. J. Braden 
Dr. A. L. McDonald 
Surgical and Obstetrical Clinic: 
Dr. J. R. Manley 
Dr. W. R. Bagley 
Skin and Genito-urinary Clinic: 
Dr. E. Z. Shapiro 
Dr. M. A. Nicholson 

The following papers will be given at the afternoon 

sessions: 

Address—Dr. Willard Bartlett, St. Louis, Mo. 

“Forms of Organotherapy Which Have Proven to Be of 
Unquestionable Value.” Dr. L. G. Rowntree, Roches- 
ter. 

Address—Dr. C. N. Callander, Fargo, N. D. 

“Acute Appendicitis.” Dr. Theo. Bratrud, Warren. 
Discussion: Dr. R. E. Farr, Minneapolis. 

“Care and Treatment of Nephritis in Children.” Dr. 
F. W. Schlutz, Minneapolis. 

“Indications for Surgery in Duodenal Ulcer.” 
S. Cabot, Minneapolis. 

“The Common Cold.” Dr. F. W. Briggs, Duluth. 

“Intestinal Parasites.” Dr. M. A. Shillington, St. Paul. 

“Fractures of the Hip.’ Dr. M. S. Henderson, Rochester. 

“Some Little Appreciated But Valuable 
Measures.” Dr. G. S. Wattam, Warren. 

“Reminiscences of Thirty Years Ago.” Dr. P. G. Cow- 
ing, Evansville. 

“Fatigue in the School Child.” 
apolis. 

“Diagnosis and Treatment of Upper Urinary Tract Ob- 
struction.” Dr. F. E. B. Foley, St. Paul. 

Address—Dr. G. B. New, Rochester. 

Address—Dr. H. Gideon Wells, Chicago, Ill. 

“Some Phases of Epilepsy.” Dr. E. M. Hammes, St. 
Paul. 

“The History and Present Status of the Non-surgical 
Treatment of Hemorrhoids.” Dr. W. A. Fansler, Min- 
neapolis. 


Dr. Verne 


Therapeutic 


Dr. Max Seham, Minne- 


THE BRITISH ASSOCIATION FOR THE ADVANCE. 
MENT OF SCIENCE 


This Association, which meets annually, will convene in 
Toronto in August. The purpose of the association is to 
further “systematic direction to scientific inquiry” and 
“to promote the intercourse of those who cultivate science 
in different parts of the British Empire.” Meetings are 
held annually in England and from time to time in various 
parts of the Empire. It last convened in Canada in 1909. 
The average enrollment for the 83 years previous to 1920 
was 2,330. 

The organization comprises thirteen sections. Those 
on Chemistry, Physiology and Psychology should be of 


particular interest to the medical profession. 
subjects that will be discussed are: 
Advances made in our knowledge of disease. 
Studies in visceral reflexes. 
On the tactile sensory reflex. 


Amon: the 


Fractionate contractions in premature ventricular; < 
toles in mammalian hearts. 

Physiological and psychological factors of musculs; 4}. 
ciency in industry. 

Vitamines and the relation of light to their activ: 

The respiratory quotient. 

Insulin. 


yS- 


The list of those who will appear on the progra. jn 
cludes the following names: H. H. Dale, A. B. Mac.!/um, 
W. B. Cannon, Robert Kennedy, G. H. Parker, P. A. ~)af. 
fer, L. B. Mendel, T. B. Osborne, and D. D. Van Sj, \- 

The Physiology section will commence on Thurs fay, 
August 7. Physicians may obtain annual membership 
entitling them to convention privileges for the mode-; sum 
of $5.00 sent to the local Hon. Treasurer, British A<-ocia- 
tion, Room 50, Physics Bldg., University, Toronto. Addi- 
tional information may be obtained from the local -cre. 
tary at the same address. 


REDWOOD-BROWN COUNTY MEDICAL SOCIETY 


The annual meeting of the Redwood-Brown Medical 
Society was held at Sanborn, June 20, 1924. Officers 
elected for the following year were: President, r. J. 
Adams, Morgan; vice president, Dr. Theo. F. Hammer- 
meister, New Ulm; secretary-treasurer, Dr. William A. 
Meierding, Springfield. Dr. F. D. Gray of Marshal! was 
elected to act as delegate to the annual meeting of the 
State Medical Association in St. Cloud, with Dr. George 
B. Weiser, New Ulm, as alternate. 


LYMANHURST AND PARKVIEW STAFF MEETING 


The regular monthly meeting of the Lymanhurst and 
Parkview medical staffs will be held at the Lymanhurst 
School, 1800 Chicago Avenue, Minneapolis, Tuesday eve- 
ning, August 26, at 7:00 o'clock. 

The following program will be given: 

“Review of Chemistry of Tuberculosis,” Dr. W. P. Lar- 


son. 

“Review of Calmet’s Recent Work in Tuberculosis,” 
Dr. W. P. Larson. 

“Recent Developments in Bacteriology and Serology in 
Tuberculosis,” Dr. Montank. 

“The Pathology of Tuberculosis,” Dr. Kano Ikeda. 

All persons interested in tuberculosis are invited to attend 
these meetings and participate in the discussions. 


INTER-STATE POST-GRADUATE ASSEMBLY 


The Inter-State Post-Graduate Assembly, directed by the 
Tri-State District Medical Association, extends a hearty in- 
vitation to the physicians of America who are in good 
standing in their State or Provincial Societies to attend 
the annual assembly, which is to be held at Milwaukee, Wis- 
consin, October 27th, 28th, 29th, 30th and 31st, five ful! days 
of post-graduate work. 

Among the eminent members-of the profession an: citi- 
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zens who have accepted places on the program are the fol- 

Jowing: 

Dr. Nicholas Murray Butler, President of Columbia Uni- 
yersity, New York, N. Y. 

Sir Arthur William Currie, President of McGill University, 
Faculty of Medicine, Montreal, Canada. 

Merritte W. Ireland, Surgeon-General of United States 
Army, Washington, D. C. 

Monsieur J. Jusserand, French Ambassador to United 
States, Washington, D. C. 

Edward E. Stitt, Surgeon-General of United States Navy, 
Washington, D. C. 

Professor Theodore Tuffier, Prof. of Surgery, Faculty of 
Medicine, Paris, France. 

Dr. John V. Barrow, Los Angeles, California. 

Dr. W. F. Braasch, Mayo Clinic, Rochester, Minnesota. 

Dr. George E. Brewer, Emeritus Prof. of Surgery, Colum- 
bia University, College of Physicians and Surgeons, New 
York, N. , - 

Dr. Alan Brown, Prof. of Pediatrics, University of Toronto, 
Faculty of Medicine, Toronto, Canada. 

Dr. Ralph C. Brown, Assistant Prof. of Medicine, Rush 
Medical College, Chicago, Illinois. 

Dr. C. Macfie Campbell, Prof. of Psychiatry, Harvard Uni- 
versity, School of Medicine, Cambridge, Massachusetts. 

Dr. Walter T. Connell, Prof. of Medicine, Queen’s Univer- 
sity, Faculty of Medicine, Kingston, Canada. 

Dr. John F. Cowan, Prof. of Surgery, Stanford University, 
School of Medicine, San Francisco, California. 

Dr. George W. Crile, Prof. of Surgery, Western Reserve 
University, School of Medicine, Cleveland, Ohio. 

Dr. Samuel J. Crowe, Clinical Prof. of Laryngology, Johns 
Hopkins University, School of Medicine, 
Maryland. 

Dr. LeRoy Crummer, Prof. of Medicine, University of 
Nebraska, College of Medicine, Omaha, Nebraska. 

Dr. Walter E. Dandy, Associate Prof. of Surgery, Johns 
Hopkins University, School of Medicine, Baltimore, 
Maryland. 

Dr. William Darrach, Dean and Associate Prof. of Sur- 
gery, Columbia University, College of Physicians and 
Surgeons, New York, N. Y. 

Dr. Vernon C. David, Assistant Prof. of Surgery, Rush 
Medical College, Chicago, Illinois. 

Dr. David J. Davis, Prof. of Pathology and Bacteriology, 
University of Illinois, School of Medicine, Chicago, 
Illinois. i 

Dr. John B. Deaver, Prof. of Surgery, University of Penn- 
sylvania, School of Medicine, Philadelphia, Pa. 

Dr. Laurence R. DeBuys, Prof. of Pediatrics, Tulane Uni- 
versity, School of Medicine, New Orleans, Louisiana. 
Dr. George F. Dick, Assistant Prof. of Medicine, Rush 

Medical College, Chicago, Illinois. 

Dr. Charles A. Elliott, Prof. of Medicine, Northwestern 
University, School of Medicine, Chicago, Illinois. 

Dr. Leonard W. Ely, Prof. of Surgery, Stanford Univer- 
sity, School of Medicine, San Francisco, California. 

Dr. Joseph Evans, Prof. of Medicine, University of Wis- 
consin, School of Medicine, Madison, Wisconsin. 

Dr. A. MacKenzie Forbes, Clinical Prof. of Orthopedics, 


McGill University, Faculty of Medicine, Montreal, Can- 
ada. 


Baltimore, 


Dr. William Goldie, Associate Prof. of Medicine, Univer- 
sity of Toronto, Faculty of Medicine, Toronto, Canada. 

Dr. Marvin L. Graves, Prof. of Medicine, University of 
Texas, School of Medicine, Galveston, Texas. 

Sir Henry Gray, Royal Victoria Hospital, Montreal, Can- 
ada. 

Dr. Don M. Griswold, Prof. and Head of Department of 
Preventive Medicine and Hygiene, State University of 
Iowa, Iowa City, Iowa. 

Dr. Garfield M. Hackler, Prof. of Surgery, Baylor Univer- 
sity, School of Medicine, Dallas, Texas. 

Dr. John A. Hartwell, Associate Prof. of Surgery and 
Clinical Surgery, Cornell University, Medical College, 
New York, N. Y. 

Dr. Carl A. Hedblom, Prof. of Surgery, University of 
Wisconsin, School of Medicine, Madison, Wisconsin. 

Dr. William B. Hendry, Prof. of Obstetrics and Gynecol- 
ogy, University of Toronto, Faculty of Medicine, Toronto, 
Canada. 

Dr. Russell D. Herrold, McCormick Institute for Infectious 
Diseases, Chicago, Illinois. . 

Dr. Julius H. Hess, Prof. of Pediatrics, University of Illi- 
nois, School of Medicine, Chicago, Illinois. 

Dr. Russell A. Hibbs, Prof. of Orthopedic Surgery, Colum- 
bia University, College of Physicians and Surgeons, New 
York, N. Y. 

Dr. Frederick J. Kalteyer, Associate Prof. of Medicine, 
Jefferson Medical College, Philadelphia, Pennsylvania. 
Dr. Allen B. Kanavel, Prof. of Surgery, Northwestern Uni- 

versity, School of Medicine, Chicago, Illinois. 

Dr. Ralph A. Kinsella, Associate Prof. of Medicine, Uni- 
versity of St. Louis, School of Medicine, St. Louis, Mis- 
souri. 

Dr. Francis H. Lahey, Prof. of Clinical Surgery, Harvard 
University, School of Medicine, Boston, Massachusetts. 
Dr. Dean Lewis, Prof. of Surgery, Rush Medical College, 

Chicago, Illinois. 

Dr. LeRoy Long, Dean and Prof. of Surgery, University of 
Oklahoma, School of Medicine, Oklahoma City, Okla- 
homa. 

Dr. William E. Lower, Prof. of Urology, Western Reserve 
University, School of Medicine, Cleveland, Ohio. ; 

Dr. Charles B. Lyman, Prof. of Clinical Surgery, Univer- 
sity of Colorado, School of Medicine, Denver, Colorado. 

Dr. N. J. MacLean, Associate Prof. of Surgery, Univer- 
sity of Manitoba, Faculty of Medicine, Winnipeg, Canada. 

Dr. Ralph H. Major, Prof. and Head of Department of 
Medicine, University of Kansas, School of Medicine, 
Rosedale, Kansas. 

Dr. Charles H. Mayo, Mayo Clinic, Rochester, Minnesota. 

Dr. William J. Mayo, Mayo Clinic, Rochester, Minnesota. 

Dr. Edward Miloslavich, Director of Department of Path- 
ology and Bacteriology, Marquette University, School of 
Medicine, Milwaukee, Wisconsin. 

Dr. Roger S. Morris, Prof. of Medicine, University of Cin- 
cinnati, School of Medicine, Cincinnati, Ohio. 

Dr. Bernard H. Nichols, Department of Roentgenology, 
Cleveland Clinic, Cleveland, Ohio. 

Dr. Walter L. Niles, Dean and Prof. of Clinical Medicine, 
Cornell University, School of Medicine, New York, N. Y. 

Dr. Dallas B. Phemister, Assistant Prof. of Surgery, Rush 
Medical College, Chicago, Illinois. 





568 GENERAL INTEREST 


Dr. William F. Petersen, Associate Prof. of Pathology and 
Bacteriology, University of Illinois, School of Medicine, 
Chicago, Illinois. 

Dr. Harry M. Richter, Prof. of Surgery, Northwestern Uni- 
versity, School of Medicine, Chicago, Illinois. 

Dr. Stanley P. Reimann, Director of Laboratories, Lankenau 
Hospital, Philadelphia, Pennsylvania. 

Dr. David Riesman, Prof. of Clinical Medicine, University 
of Pennsylvania, School of Medicine, Philadelphia, Penn- 
sylvania. 

Dr. Milton J. Rosenau, Prof. of Preventive Medicine and 
Hygiene, Harvard University, School of Medicine, Boston, 
Massachusetts. 

Dr. E. C. Rosenow, Mayo Clinic, Rochester, Minnesota. 

Dr. G. W. Stevens, Milwaukee, Wisconsin. 

Dr. Wallace Irving Terry, Prof. of Surgery, University of 
California, School of’ Medicine, San Francisco, Califor- 
nia. 

Dr. John H. J. Upham, Prof. and Head of Department of 
Medicine, University of Ohio, School of Medicine, Colum- 
bus, Ohio. 

Dr. George Gray Ward, Jr., Prof. of Obstetrics and Gyne- 
cology, Cornell University, School of Medicine, New 
York, N. Y. 

Dr. Louis M. Warfield, Prof. of Internal Medicine, Univer- 
sity of Michigan, School of Medicine, Ann Arbor, Michi- 
gan. 

Dr. George Weaver, McCormick Institute for Infectious 
Diseases, Chicago, Illinois. 

Dr. Charles J. White, Prof. of Dermatology, Harvard Uni- 
versity, School of Medicine, Boston, Massachusetts. 

Dr. Charles S. Williamson, Prof. of Medicine, University 
of Illinois, School of Medicine, Chicago, Illinois. 

Dr. Milton C. Winternitz, Dean of Yale University, School 
of Medicine; Prof. of Pathology and Bacteriology, New 
Haven, Connecticut. 

Dr. John A. Witherspoon, Prof. of Medicine, Vanderbilt 
University, Medical Department, Nashville, Tennessee. 

Dr. John L. Yates, Milwaukee, Wisconsin. 

Dr. Hugh H. Young, Clinical Prof. of Urology, Johns 
Hopkins University, Medical Department, Baltimore, 
Maryland. 

Dr. Abraham Zingher, Assistant Prof. of Hygiene, Univer- 
sity and Bellevue Hospital, Medical College, New York, 
n. Y. 

This Association is supervising an Inter-State Post-Grad- 
uate Clinic Tour to Canada, British Isles and France, to 
start May 18, 1925. Leading teachers and clinicians of 
Canada and Europe will arrange and conduct clinics and 
demonstrations in the following clinic cities: Toronto and 
Montreal, Canada; London, Liverpool, Leeds, Manchester 
and Newcastle, England; Edinburgh and Glasgow, Scot- 
land; Dublin and Belfast, Ireland; Paris, Lyons and Stras- 
burg, France. 

Besides the main tour, special tours to practically all the 
leading centers of Europe will be arranged. Sightseeing 
trips to all places of interest in the countries visited will 
be included in the regular tour. 

The cost of the tour, including first-class hotels, board, 
steamship, clinic arrangements and all ordinary traveling 
expenses, will be under $1,000.00. The tour is open to 


physicians in good standing in their State Societic<. their 
families and friends who are not physicians. 

Those desiring further information should communicate 
with the Managing Director, William B. Peck, Freeport, 
Illinois. 


WABASHA COUNTY MEDICAL SOCIE1\ 

The fifty-sixth annual meeting of the Wabasha County 
Medical Society was held at Lake City, Minnesots. Thurs. 
day, July 10, 1924. 

Following the business session a dinner was 
the Hotel Lyon at 1 pP. m. 

Papers presented at the afternoon session incl 

President’s Address, “Some Matters Pertainines ; 
Welfare of the Medical Profession.” Dr. W. H. |): plocle. 
Wabasha. 

“Studies in Hepatic Function.” Dr. C. H. Gre. Sur. 
gical Section, Mayo Clinic, Rochester. 

“Some Aspects of the Nephritis Problem.” Dr 
Keith, Medical Section, Mayo Clinic, Rochester. 

Officers elected for the coming year are: 1’: -ident, 
Dr. H. E. Bowers, Lake City; vice president, Dr. R. §, 
Gutsell, Zumbro Falls; secretary-treasurer, Dr. W. |. Wi). 
son, Lake City. 

Resolutions were adopted favoring periodic heali\: exam. 
inations, reasonable publicity regarding accompli-|iments 
and aims of scientific medicine, measures to contro 
and irregulars. 

It was voted to hold the next meeting at Plainview, 
Minn. 


N. M. 


quacks 


OF GENERAL INTEREST 


Dr. P. J. Griffin, lately of Detroit, Minn., recently moved 
to his former location at Fertile. 

Dr. J. C. Rothenburg, Springfield, 
from a motor trip through Montana. 

Drs. A. F. and Mary Strickler of Sleepy Eye have just 
returned from a tour of the western states. 

Dr. R. B. Hullsiek, St. Paul, is associated with Dr. C. N. 
Hensel, 1014 Lowry Bldg., in the practice of internal medi- 
cine. 

Eternal vigilance in the matter of vaccination scems to 
be necessary for the prevention of smallpox. From the firt 
of the year until May 3lst, 1,341 cases and 109 deaths 
have been reported in Detroit, Michigan. 

Dr. H. L. Sargeant, who has just finished a two-year post- 
graduate course at the Mayo Clinic, Rochester, recently 
moved his family to Fergus Falls, where he is associated 
with Dr. O. T. Sherping and Dr. C. O. Estrem in the prac: 
tice of his profession. 

Dr. and Mrs. F. P. Strathern of St. Peter spent the Jat- 
ter part of June and the first of July in Chicago and Battle 
Creek, Michigan, where Dr. Strathern took advantage of 
the opportunity to make a study of interpretation of x-rays 
of the chest and abdomen. 

Dr. R. C. Webb, Minneapolis, read a paper on “Frac: 
tures of the Tibia and Fibula” before the Great Northem 
Railroad Surgeons Association at Spokane, Washington, 
June 24, 1924. Dr. Webb also attended the Northwestem 
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NEW AND NON-OFFICIAL REMEDIES 


Medical Association meeting in Vancouver, B. C., June 26 
to 28. 

In a recent address, Dr. Banting related how the obser- 
yation by Dr. Moses Barron of Minneapolis of the effect 
of experimental ligation of the pancreatic duct led to the 
deduction that by this means it might be possible to elimi- 
nate the products of the acinous cells and obtain the 
product of the islets. Thus is research founded upon re- 
search. , 

Resignation of Miss Louise M. Powell as director of 
the School of Nursing, University of Minnesota, and of 
Dr. LeRoy A. Calkins, as assistant professor of Gynecology 
and Obstetrics, were recommended to the president of the 
Administrative Board of the Medical School at a meeting 
held June 23, 1924. The secretary was instructed to con- 
yey to both the expression of the regret and appreciation 
of the Administration Board. 

The following nominations were approved and recom- 
mended at the May meeting of the Administrative Board 
of the Medical School, University of Minnesota: Dr. 
Frank W. Stevenson, as Assistant in Medicine; Dr. G. R. 
Kamman, as Assistant in Nervous and Mental Diseases; 
Dr. H. W. Grant, as Assistant in Ophthalmology and Oto- 
Laryngology; Dr. A. N. Noran, as Assistant in Pediatrics. 
The resignation of Dr. A. L. Kusske as refractionist was 
accepted and nomination was made of Dr. Harold J. Goss 
to fill the vacancy. 


Under the sponsorship of the Illinois State Medical 
Society there is in preparation “A History of Medical 
Practice in the State of Illinois” that must go to the 
In order that this volume may 
be accurate and complete, all possible assistance is asked 
from every source, as to personal data and experiences, 
including diaries, photographs and similar documentary 
momenioes of pioneer Illinois doctors and of progressive 
phases of medical practice, as well as of achievements in 
fields other than those of medical science. Prompt return 
in good condition is promised for anything loaned the 
committee, the personnel of which is: 

0. B. Will, M.D., Peoria, Ill. 

C. B. Johnson, M.D., Champaign, III. 

Carl E. Black, M.D., Jacksonville, Ill. 

George A. Dicus, M.D., Streator, Ill. 

James H. Hutton, M.D., Chicago, III. 

Chas. J. Whalen, M.D., Chicago, Ill., Chairman 

The scope of the volume will range from the discovery 
of Illinois to modern times. Through ‘this period of over 
250 years there is much of thrilling interest to be detailed. 
Collection of the human interest data can come only from 
the families or closest friends of the pioneers, many of 
whom long ago removed to distant sections of the United 
States. 

Some of the subjects touched will be: Physicians ac- 
companying early explorers; government surgeons and 
physicians in attendance at the forts; early medicine in 
Illinois; theories of healing from the days of the Abo- 
rigines through the mound-builders; French and English 
explorers; the ante-boundary days; sporadic settlers; 
medical attendants for the covered wagon; herb doctors; 
primitive surgery; medicine and missionaries; migration 
of pioneer physicians to new territory; the “circuit-riding” 


printer at an early date. 
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and “saddle-bag” doctors and their burdens, triumphs 
and perils; pioneers as “utility citizens”; Illinois men in 
war time—there are four conflicts to be considered since 
the opening of the Nineteenth Century; Illinois medical 
men away from medicine, i.e., in industry, in science, in 
belles-lettres—art, music and literature. Will any and all 
doctors, former residents of Illinois, or descendants of 
pioneer physicians of the “Illinois country,” communicate 
at once with the Committee on Medical History, Illinois 
State Medical Society, 6244 North Campbell Avenue, Chi- 
cago, Illinois? 


NEW AND NON-OFFICIAL 
REMEDIES 


The following articles have been accepted by the Council 
on Pharmacy and Chemistry: 

Apsott LABORATORIES: 

Benzyl Fumarate 
DeESHELL LABORATORIES: 
Petrolagar 
Petrolagar (Unsweetened) 
Petrolagar (with Phenolphthalein) 
Petrolagar (Alkaline) 
HorrMaANnn-La Rocue CuHemicaL WorkKS: 
Digalen-Roche (Cloetta) 
Ampules Digalen-Roche (Cloetta), 1.1 c.c. 
Tablets Digalen-Roche (Cloetta) 
Hypodermic Tablets Digalen-Roche (Cloetta) 
Oleo-Bi-Roche 
Ampules Oleo-Bi-Roche, 2 c.c. 
Meap JOHNSON AND COMPANY: 
Mead’s Cod Liver Oil 
H. A. Merz LABoraTorigs: 
Sulpharsphenamine-Metz in 0.05, 0.075, 0.1, 0.15, 0.3, 
0.45, 0.6 gm. ampules. 
FREDERICK STEARNS AND COMPANY: 
Insulin-Stearns 
Insulin-Stearns Single Strength 
Insulin-Stearns Double Strength 
NEW AND NON-OFFICIAL REMEDIES 

Neutral acriflavine-Abbott, 0.1 Gm. Ampules—Each am- 
pule contains 0.1 gm. neutral acriflavine-Abbott (see New 
and Non-official Remedies, 1924, p. 24). The Abbott Lab- 
oratories, Chicago. 

Insulin-Stearns—A brand of insulin. For a discussion of 
the actions, uses and dosage, see New and Non-official Rem- 
edies, 1924, p. 149. Insulin-Stearns is marketed: insulin- 
Stearns, single strength (5 c.c. vials containing 10 units in 
each c.c.), and insulin-Stearns, double strength (5 c.c. vials 
containing 20 units in each c.c.). Frederick Stearns and 
Co., Detroit. 

Digalen-Roche (Cloetta)—A sterile solution containing 
in each c.c. 0.3 mg. of an active derivative of digitalis as 
isolated by Cloetta, containing 7.5 per cent of alcohol. The 
actions and uses of digalen-Roche (Cloetta) are the same 
as those of digitalis. The average dose is from 1 to 2 c.c. 
(15 to 30 minims). The maximum daily dosage is 6 c.c. 
(90 minims). Digalen-Roche (Cloetta) is also suitable for 
intramuscular and intravenous injection. Intravenous in- 
jections of 1 c.c. (15 minims) may be repeated at intervals 
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of one-half to one hour as necessary. Digalen-Roche 
(Cloetta) is also marketed as follows: ampules digalen- 
Roche (Cloetta), 1.1 c.c.; tablets digalen-Roche (Cloetta) 
(equivalent to digalen-Roche (Cloetta) 0.5 c.c.) ; hypoder- 
mic tablets digalen-Roche (Cloetta) (equivalent to digalen- 
Roche (Cloetta), 1 c.c.). The Hoffman-La Roche Chemical 
Works, New York. (Jour. A. M. A., June 14, 1924, p. 
1937.) 


Petrolagar—A mixture composed of liquid petrolatum 
65 c.c., agar 10 gm., sugar and flavoring 2 gm., sodium ben- 
zoate 0.1 gm., water to make 100 c.c. Petrolagar has the 
actions of liquid petrolatum. It is claimed that the emulsifi- 
cation of the liquid petrolatum increases its efficiency, and 
that the agar adds soft bulk and tends to increase peri- 
stalsis. The average dose of petrolagar is 15 c.c. morning 
and night. Petrolagar is also marketed in the form of 
petrolagar (unsweetened), containing no sugar, petrolagar 
(with phenolphthalein), containing 0.33 gm. phenolphtha- 
lein per 100 c.c., petrolagar (alkaline), containing milk of 
magnesia 25 c.c. per 100 c.c. The Deshell Laboratories, Inc., 
Los Angeles. (Jour. A. M. A., June 28, 1924, p. 2119.) 


PROPAGANDA FOR REFORM 


Chologogues.—As early as 1868, a British committee ap- 
pointed to investigate the subject arrived at the conclusion 
that mild mercurous chlorid (calomel), mercuric chlorid 
and taraxacum—all reputed chologogues—do not increase 
the flow of bile but probably act on the bile-expelling ap- 
paratus. Recently the latest experimental procedure was 
applied to judge the status of a number of substances that 
have at various times been alleged to influence bile flow. 
With the exception of bile salts, negative results only were 
obtained with such substances as calomel and salicylates. 
All dependable evidence warrants the recommendation that 
clinicians consider the advisability of abandoning thera- 
peutic efforts to “stimulate” the liver through the use of 
substances having alleged chologogic effects. (Jour. 
A. M. A., June 7, 1924, p. 1867.) 

Gly-So-lodonate.—A few months ago the Council on Phar- 
macy and Chemistry published a report on an alleged bac- 
tericide “Gly-So-Iodonate.” The product is put on the mar- 
ket by a company whose name is much more imposing than 
its importance warrants—“The National Medical Research 
Laboratories” of Milwaukee, earlier known as the “Wiscon- 
sin Medical Laboratories.” Charles E. Hutchings, who 
claims to be a “medical man,” seems to have been the prime 
mover in putting “Gly-So-lodonate” on the market. Hutch- 
ings, in letters, has stated that he is a “graduate of Kings 
College of London” and has claimed that he is a “member 
of Marquette Medical College.” However, an inquiry di- 
rected to Kings College of London brought the reply that 
they had no record of a man of this name on the medical 
register. The Marquette University School of Medicine 
seems to be equally ignorant of Hutchings’ connection with 
that institution. After the Council’s report had been pub- 
lished, the National Medical Research Laboratories sent 
broadcast a six-page circular, three pages of which were 
devoted to what purported to be a “Partial List of Repre- 
sentative Industries Protecting Their Many Thousands of 
Employees from Infection With G-S-I.” As it seemed rea- 
sonable to suppose that a concern which published a mis- 
leading formula for its product would be quite as likely 


to publish misleading references for the value of its prod. 
uct, some of the “representative industries” listed hy the 


exploiters of “G-S-I” were written to. From the replies 


which were received, it seems evident that the basis for at 
least some of the references published by the exploiters of 
Gly-So-Iodonate rests on as flimsy a foundation as the aj. 
leged formula of the stuff and the educational claims of 
(Jour. A. M. A., June 7, 1994. p. 


Charles E. Hutchings. 
1881.) 


Morphin Addiction—The so-called withdrawal symptoms 
which arise in those who have become accustomed to large 
doses of morphin are well known to all practitioncrs who 
are compelled to deal with such habitués. To account for 
these symptoms it has been alleged that the continuous tak. 
ing of morphin causes the presence in the blood serum of 
a substance having a protective effect against thi- drug. 
However, it has been shown that the blood of a tilerant 
animal does not contain any protective substance against 
morphin, nor was there any substance capable of conferring 
any immunity to the toxic action of morphin on an animal 
into which it is injected detected in the blood serum of a 
human being who has acquired a high tolerance to mor. 
phin. Also, it has been proven that a specific toxic sub- 
stance is not produced by habituation to morphin. Since 
some methods of treating drug addiction have been based 
on the belief that a toxic substance is formed, the time has 
arrived for seeking a new point of departure in the explana- 
tion of the various manifestations that are presented by 
drug addicts. (Jour. A. M. A., June 14, 1924, p. 1976.) 


Whittington’s Consumption Cure a Fraud.—The postal 
authorities have closed the mails to Frederick Graliam and 
the Tuberculosis Home Remedy Company by the issuance 
of a fraud order. The Whittington “Cure” was the subject 
of a report in The Journal of the American Medical Asso- 
ciation in 1916; analysis in the A. M. A. Chemical Labora- 
tory at that time showed it to be a flavored syrup devoid of 
any potent ingredients except alcohol. The evidence 
brought out in the hearing by the Post Office authorities 
showed that the preparation was claimed to contain sugar, 
glycerin, alcohol and the extract matter from pyrus malus 
follia (apple leaves), gentian root, rhamnus_ purshiana 
(cascara) and licorice root. Analyses in the Bureau of 
Chemistry of the Department of Agriculture indicated the 
absence of gentian and the presence of only traces of cas 
cara and licorice. No evidence was submitted to show how 
apple leaves had come to be hit upon as a “cure” for 
tuberculosis. (Jour. A. M. A., June 14, 1924, p. 1933.) 

Atussin, Peptoproteasi, Paraganglina Vassale, F osfoplas- 
mina, Asmoganglina and Endo-Ovarina Tablets Not Ac- 
cepted for N. N. R—These products are manufactured in 
Italy and sold in the United States by the Neother Products 
Co., New York. Atussin is claimed to be a suprarena 
preparation; Peptoproteasi, a gastric ferment preparation; 
Paraganglina Vassale, a suprarenal product; Fosfop!asmina, 
an egg yolk extract; Asmoganglina, an extract of the supr 
renal and hypophysis, and Endo-Ovarina Tablets, an ovary 
preparation. In each case the statements made in regatl 
to composition were indefinite and the therapeutic claim 
unwarranted. The booklet which the Neother Products Co. 
uses as advertising for these products consists of 15] pages 
presents a jumble of fact and faricy, and reads more like? 
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patent medicine almanac than a scientific treatise. The 
Council on Pharmacy and Chemistry found Atussin, Pepto- 
proteasi. Paraganglina Vassale, Fosfoplasmina, Asmogan- 
glina and Endo-Ovarina Tablets unacceptable because: 
(]) their composition is indefinite or semisecret; (2) the 
therapeutic claims are unwarranted, and (3) their recogni- 
tion would be the means of advertising proprietary prod- 
yets which are not accepted. (Jour. A. M. A., June 21, 
1924. p. 2068.) 


——_— 
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PEDIATRICS 


SUPERVISORS: 


CHESTER A. STEWART, 
LA SALLE BLDG., MINNEAPOLIS 





ROY N. ANDREWS, 
MANKATO CLINIC, MANKATO 





ACUTE PELVIC ABSCESS IN CHILDREN: Philip 
Rosenblum and Ralph E. Bettman (Amer. Journal of Dis- 
eases of Children, April, 1924). The author reports three 
cases of acute pelvic abscess formation, with relief of 
symptoms in each case after drainage. In the first two, this 
occurred spontaneously through the vagina and in the third 
case artificially by operation. In the third case the cause 
of the abscess was proved to be not the appendix, and it 
probably did not originate from the internal genitalia, which 
were palpated and found to be normal. The abscess pos- 
sibly originated from the retroperitoneal structures and was 
presumably of glandular origin. The frequent association 
of abdominal pain with throat conditions in childhood, 
recently brought to our attention by Brennemann, is new 
to us. Some pelvic abscesses might be from just such 
infections involving the lymph glands which break down. 
He is absolutely at a loss to explain the source otherwise. 
They were’ not appendiceal abscesses. These, of course, 
may rupture spontaneously, but they almost invariably rup- 
ture into the bowel. A spondylitis might give rise to a 
pelvic abscess but no signs or symptoms pointing to spinal 
origin were present, nor in such cases would the patients 
be apt to recover spontaneously. The fact that all three 
cases occurred in female patients, and that in two there 
was a discharge of pus from the vagina, might point to the 
genitalia as the source. Pyosalpinx has been known to 
occur in infants, and must be considered as a possible 
etiologic factor. 

R. N. ANpDREws. 

UBER INTRAPERITONEALE BLUT TRANSFUSION- 
EN: L. F. Meyer (Jahrb. f. Kinderheilkunde, Mar. 5, 1924, 
s. 188-200). Meyer has used the intraperitoneal method 
of giving citrated blood in 25 cases. He uses this method 
in any case in which a transfusion is indicated. His tech- 
nique differs in one important point from the original pro- 
cedure introduced by us. He has not found it necessary 
to group his donor and recipient and has not observed any 
ill effects. If this is substantiated by further clinical re- 


ports, it materially enhances the value of intraperitoneal 
transfusions. Meyer concludes that the results obtained 
from intraperitoneal transfusion are equivalent to those 
following direct intravenous transfusion. 

Davip SIPERSTEIN. 


KLINISCHE UND EXPERIMENTELLE BEWEISE 
FUR DIE LEBENSFAHIGKEIT TRANSFUNDIERTER 
KORPERFREMDER ERYTHROCYTEN: Hans Opitz 
(Monatschr. f. Kinderheilk., Bd. 27, Jan., 1924, Heft. 4, 
pp. 376-384). Opitz concludes, from an extensive series 
of clinical cases, that large transfusions of blood are espe- 
cially suitable for the anemias of infancy. He considers 
the transfusion a means of introducing active and function- 
able blood cells into the patient’s circulation. The intra- 
venous injection of plasma alone produced no rise in blood 
values, while the introduction of washed red blood cells 
caused a proportionate rise in the erythrocyte count. He 
finds that the injected blood does not act as a stimulative 
agent and as “building material” for new red cells, but that 
the injected cells actually function. His clinical data are, 
however, too accurate to be convincing to the’ reviewer. 

Davio SIPERSTEIN. 


UBER ANEMIA PERNICIOSA UND PERNICIOSA- 
AHNLICHE ANEMIEN IM KINDESALTER: Hotz, A. 
(Jahr. f. Rinderh., Mar. 5, 1924, pp. 161-181). Hotz reports 
a case of pernicious anemia in a girl of 10, diagnosed by 
Nigeli. The patient presented typical clinical and hemato- 
logical findings. 

He also reports 2 very interesting cases of anemia of the 
pernicious type, who clinically presented a typical picture 
of a severe chronic digestive insufficiency (Herber’s In- 
fantilism). The clinical findings differentiate these cases 
from a true pernicious anemia. Furthermore, in one of his 
cases, the blood findings were characteristic of a secondary 
anemia, except at the height of the anemic stage. 

Davip SIPERSTEIN. 

TUBERCULOSIS IN INFANCY—ITS PROGNOSIS 
AND PREVENTION: G. Albert Davis (Arch. of Ped., 
March, 1924). Tuberculosis in infants has always been 
considered a more or less hopeless condition. In a series 
of 114 cases under two years studied by Brown, the mor- 
tality was 70 per cent. Fishberg states that at least one 
out of three tuberculosis infected infants lives. It must be 
thoroughly understood, however, that we are speaking of 
cases which show tuberculous infection as evidenced by 
positive skin tests, and we are not limiting ourselves to cases 
showing symptoms of tuberculosis. Thus it is seen that 
tuberculous infection in infants under two years is not the 
virulent disease that it was previously considered. Under 
one year of age it is still a very severe infection with the 
chances against recovery, but not so in the age period 
between one and two years. In 77 per cent of our cases 
there was a definite history of exposure to a case of tuber- 
culosis. This is the vulnerable point. Where the diagnosis 
is doubtful, as so frequently occurs, it is a wise precaution 
to give the infant the benefit of the doubt, and remove it 
from the questionable environment. 

R. N. Anprews. 
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SUPERVISORS: 


LEO G. RIGLER, 
MPLS. GEN’L HOSPITAL, MINNEAPOLIS 


A. U. DESJARDINS, 
MAYO CLINIC, ROCHESTER 





FUNDAMENTAL FACTS RELATIVE TO THE STUDY 
OF THE VERTEBRZ IN INDUSTRIAL ACCIDENT 
CASES: George and Leonard (Radiology, April, 1924). 
This article presents a discussion of the roentgen findings 
in the vertebre in relation to industrial work. An attempt 
has been made to describe clearly the average normal ver- 
tebra with a plate of a reconstructed skeleton as a key. 

A number of normal variations in the vertebra are com- 
mon. Among the most important are: (1) Bifid lamine 
of the 5th lumbar; (2) sacralization of the 5th lumbar; 
(3) rudimentary rib on the 12th thoracic or enlarged trans- 
verse process on the first lumbar. All of these variations, 
in their opinion, have no clinical significance whatever. 

Certain changes occur in the vertebra which they classify 
as: (1) Chronological, (2) Occupational, (3) Postural. 
These include scoliosis, hypertrophic, and sclerotic changes, 
which they believe probably are not due to injury at all, 
and certainly not to one single injury. They believe these 
changes occur normally with age and as the result of a 
particular occupation. 

Under the effects of injury to the vertebre they classify: 


(1) Compression fracture of the body with few clinical 
and no neurological symptoms, followed by complete 
recovery. 

(2) Compression of the body with comminution with 
more symptoms and a less favorable prognosis. 
Compression or comminution or both with a dis- 
location accompanied by very serious manifestations. 
Simple dislocation without any visible fracture. 
Kummell’s disease, which is a rarefaction of the 
body: of the vertebra gradually producing a wedge 
shape, believed by Kummell to follow injury after 
a long period of time. George and Leonard believe 
this occurs in older people and probably has no 
direct relationship to any recent injury. 

They note that no matter how severe a fracture is, com- 
plete obliteration of the intervertebral space never occurs. 
They do not believe that complete fusion of two bodies can 
ever occur following injury. The body of the 5th lumbar 
vertebra is rarely compressed but the transverse processes 
are frequently broken. 

Considerable detail is given to the discussion of fractures 
of the atlas and axis. The authors describe their method 
of determining malposition by drawing parallel lines con- 
necting points on the atlas and axis. Distortion of these 
lines indicates some injury. 

The authors doubt very seriously that spondylolisthesis 
is always due to injury because they have seen it frequently 
without injury, and also have observed it in patients who 
had no symptoms. They feel that more proof is needed 
before the roentgenologist can state in a report that spon- 
dylolisthesis has been due to injury. 


The clinical use of the term “sacro-iliac dislocation” is 
sharply criticized. It requires extreme direct violence to 
produce this actually, and they have seen it only rarely in 
cases wherein it followed simply stooping or lifting. They 
note that the clinical diagnosis is made practically always 
without real x-ray substantiation. Sacro-iliac separation, 
that is a lateral separation, occurs. It is best seen in fe. 
males with repeated pregnancies. This is not a dislocation, 
howevi x. 

The hypertrophic changes which occur with age are con. 
fusing in the interpretation of plates following injury. }; 
is possible that local hypertrophic changes between two 
vertebre may be the result of an injury, but even this has 
not been proven. The general hypertrophic changes they 
feel certain have no relationship to one injury. Acute 
osteomyelitis may be followed by new bone formation which 
simulates local hypertrophic changes. ‘They attempi |» dis. 
tinguish true infectious arthritis from these hypertrophic 
changes by the fact that the new bone formation fo!luwing 
the former condition is located on the lateral margins of the 
vertebra while the pathology of the latter condition jis ]o- 
cated on the anterior margin of the vertebra. 

They emphasize that complete fusion of two vertebre js 
always due to an infectious process, most often tulercu- 
losis or a congenital anomaly. Tumors and 
changes are rarely met with in industrial cases. 

Leo G. Rictier. M.D. 
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X-RAY DIFFERENTIAL DIAGNOSIS IN PULMO. 
NARY TUBERCULOSIS: H. L. Sampson (Trudeau San- 
atorium, Annual Report 23). Inasmuch as analysis of 
roentgenograms lies in one’s ability to understand the rea- 
sons for normal or abnormal shadows, one must necessarily 
acquaint himself with roentgenograms of the theoretically 
normal parts under consideration. It is true that the theo- 
retically normal, in the case of lungs, may vary within wide 
limits. However, that should not deter us in attempting 
to standardize such a normal, bearing in mind that time 
and accumulation of knowledge may tear down our pre- 
vious concepts. 

In the normal lungs we have two fields traversed by many 
linear markings radiating from two central points. That 
all of this arborization is the result of shadows cast by pul- 
monary systems, viz.: vascular, bronchial and lymph, is 
probably accepted by all. That one system, the vascular, 
contributes mostly to these shadows can probably be dem- 
onstrated. It is also quite probable that the bronchial 
“tree” plays an important part, but ordinarily it is very 
difficult to “identify.” The lymph channels also go unrec- 
ognized as such. 

These said “trees” or linear markings start from a root 
and continue peripherally in a more or less uninterrupted 
fashion until the periphery is almost reached, becoming 
more delicate in consequence of their diminishing size. 
Any gross interference with this linear appearance obviously 
would suggest anatomical abnormality or a_ pathological 
change in the lung. 

In the theoretically normal lung, we may find at the root 
a density or two, or possibly in the lung field a shadow or 
two of a similar character, only usually smaller, or a local- 
ized increase in the shadow, producing value of some of 
the linear markings. The question then arises, how numer 
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ous can these densities or the stage of exaggeration of the 
linear markings become before we can regard them as 
evidence of past or present pulmonary disease. For this 
reason the author has submitted a division of roentgeno- 
grams into the following groups: 

]. The theoretically normal: 

This would mean a roentgenogram void of any abnormal 
densities. As this probably rarely exists we can stand- 
ardize the “normal” as having one or a few abnormal densi- 
ties at the root with possibly an occasional density in the 
parenchymal field. 

2. Doubtful group: 

Under this we have: More numerous densities, the root 
shadow more pronounced, a general haze in a portion of 
the pulmonary field, a tenting or peaking of the diaphragm, 
a secondary shadow in the extreme apex immediately under 
the second rib posteriorly and referred to as a pleural cap, 
and finally a slight localized or general accentuation of 
pulmonary markings. 

3. Positive group: 

Obviously this group includes anything in excess of the 
foregoing groups, namely, coalescing of isolated densities, 
blotching, shadows, fans, mottling, speckling, gross exag- 
geration of linear markings, heavy homogeneous shadows. 

The following terms are used: 

Exaggerations of lung markings, doubtful or definite. 
Stringlike shadows. 

Mottling, fine or coarse. 

Areas of rarefaction and annular shadows. 

5. Homogeneous densities—localized or general light 
marked. 

The possibility of identifying pulmonary tuberculosis lies 
in the ability to recognize the tubercle and its accompany- 
ing changes. The same reasoning may be applied to other 
pathologcal conditions in the lung, namely, that they may 
produce characteristic shadows. Pulmonary abscess many 
times gives a very classical picture, viz., a localized homo- 
geneous density with an area or areas of rarefaction, a fluid 
level, etc. 

Bronchiectasis or purulent bronchitis with its heavy 
markings to the base rarely with a fluid level in the bron- 
chiectatic cavities gives also a somewhat familiar picture. 

Malignancy having such a variety of forms gives pictures 
where a description is almost impossible. However, usually 
there are massive localized shadows or general homogeneous 
densities. This may also be the case with other common 
or rarer forms of pulmonary disease. J. R. Fucuiow. 

ROENTGEN-RAY THERAPY IN THE TREATMENT 
OF EXOPHTHALMIC GOITER: D. M. Goodwin, W. B. 
Long (Amer. Jour. of Med. Science, January, 1924) have 
made a study of the results obtained by roentgen-ray ther- 
apy in a series of selected cases of hyperthyroidism. They 
emphasized the fact that their report is submitted not par- 
ticularly to recommend roentgen-ray therapy, but to record 
their observations on the clinical course of these cases of 
very definite toxic exophthalmic types. These cases all 
showed, in addition to the thyroid tumors, the usual symp- 
toms of thyroid toxemia, namely, tachycardia, sweating, 
exophthalmus, loss of weight, and increased metabolism. 

| With the exception of a few cases, all of these patients 
remained at home, following as closely as possible certain 
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directions as to rest, diet, etc. They reported at the clinic 
once a week, and on these visits a record was made of their 
weight, pulse rate and subjective symptoms. Frequent 
estimations of the basal metabolic rate were made. 

The roentgen-ray technique consisted in the administra- 
tion of approximately two-fifths of an erythema dose, fil- 
tered through aluminum, to alternate sides of the neck each 
week. The region to which the application was made 
embraced that part of the neck and thorax lying between 
the upper level of the thyroid and the upper level of the 
third rib. A uniform distance of 35 centimeters from the 
target to the skin was used. Filtration was accomplished 
by 3 millimeters of aluminum. The potential at the tube 
terminals was 140,000 volts each, corresponding to a spark 
gap of 10 inches between points. Five milliamperes were 
used, and the time of exposure was uniformly 5 minutes, 
with the exception that in highly toxic cases this dose was 
still further reduced. They state that such a dose as this 
may be given weekly to alternate sides of the neck for 
months without any evident permanent skin damage. 

They include a series of five charts, showing the course 
of cases, with their recorded observations on the varicus 
symptoms, such as nervousness, sweating, palpitation, dysp- 
nea, weakness, pulse, weight, and basal metabolism; also, 
the number of treatments and the dates on which they were 
given. 

Examination of these charts gives the impression of very 
gratifying improvement under this type of therapy. There 
was a very definite increase in weight, with a very definite 
decline in the metabolism rate. The pulse curve usually 
showed a downward trend. The change produced in the 
subjective symptoms was marked, although the improve- 
ment in these cases was a matter of months. It usually 
took a period of five months before there was any impres- 
sive change. 

However, all of the cases treated did not show the very 
satisfactory improvement in the subjective and objective 
symptoms, but apparently were uninfluenced by the therapy 
One of these cases, in which the course of the disease ap 
parently remained unchanged after a total of 22 treatments, 
became discouraged, and requested an operation. This 
gave an opportunity of studying the gland both macroscopi- 
cally and microscopically. They point out that the oper- 
ative technique was not rendered particularly difficult by 
the previous radiation. The microscopic examination 
showed no very definite changes which might be ascribed 
to the roentgen-ray, except the absence of dilated capil- 
laries, which are found rather constantly in goiters of this 
type. 

Besides the charts referred to, there are complete case 
reports in all of these cases. 

In summarizing, they bring out the following points: 

(1) In 5 of the 9 cases treated the results of treatment 
have been satisfactory. 

(2) In 1 case the influence of treatment was doubtful, 
and in another no conclusion can be drawn because treat- 
ment was interrupted. 

(3) In the 2 remaining cases the toxemia seemed to 
increase in spite of prolonged treatment. 

(4) In the 5 favorable cases they were unable, as yet, 
to speak of the permanency of benefit or tendency to recur- 
rence of symptoms. Dr. P. G. Boman. 
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Lire Insurance Examination. Frank W. Foxworthy, 
Ph.B., M.D., Indianapolis. Formerly Chairman Medical 
Section, American Life Convention, President American 
Association of Medical Examiners, etc. 738 pages. 156 
illus. Cloth, $9.00. St. Louis: C. V. Mosby Company, 
1924, 

Mopern Metnops or Treatment. Logan Glendenning, 
M.D., Asst. Prof. of Medicine, Lecturer on Therapeutics, 
Medical Dept. Univ. of Kansas; Attending Physician 
Kansas City General Hospital, etc. Chapters on special 
subjects by H. C. Anderson, M.D., J. D. Cowherd, M.D., 
Carl O. Rickter, M.G., F. C. Neff, M.D., E. H. Skinner, 
M.D., and E. R. De Weese, M.D. 692 pages. Illus. 
Cloth, $9.00. St. Louis: C. V..Mosby Co., 1924. 

Eat Your Way to Heattu. Robert Hugh Rose, A.B., 
M.D., Instructor Post Graduate Medical School, New 
York City. 264 pages. Cloth, $2.00. New York: Funk 
& Wagnalls Company, 1924. 

A Drapetic Manuar. Elliott P. Joslin, M.D., Clinical 
Professor of Medicine, Harvard University. 211 pages. 
Illus. 3rd edition, revised. Cloth, $2.00. Philadelphia: 
Lea and Febiger, 1924. 


This book, small compared to the one entitled “Treat- 
ment of Diabetes,” by the same author, is still more pre- 
tentious than some of the other manuals for diabetic pa- 
tients. 


One of the greatest difficulties in the successful treat- 
ment of this disease is the education of the patient. How 
far that should go is subject to some difference of opinion. 
The more intelligent patients want extensive information 
and for them such a book as this is suitable. It is too 
complete, perhaps, for ihe average patient. 


Included among the instructions for patients are numer- 
ous tables of great practical value in the treatment of this 
malady all included between the covers of one book. These 
include normal weights for children and adults and a very 
limited number of typical diets. Menus for a greater vari- 
ety of combinations of food elements would have made 
the book more valuable to the profession. 


The tables on food composition are very complete, in- 
cluding the so-called “diabetic foods,” and are therefore 
of special value to the dietitian or physician who must so 
often be dietitian as well. The long list of diabetic recipes 
enables the patient to add variety to an otherwise same- 
ness in diet. 

Ruvus Dermatitis: Its Pathology and Chemotherapy. 

James B. McNair, Univ. of Chicago. 293 pages. 15 

illus. 3 plates. Univ. of Chicago Press, 1923. 


Poison ivy seems to have a special mission for <, 
vacations, and now that vacation time is here. attention 
turns toward the plant and its menace. Those who are 
risking infection will want to read about ivy-poisoning, 
its prevention and cure in James B. MecNair’s book. 


iling 


Mr. MeNair has set forth facts about poison ivy which 
may save the vacationist infinite discomfort. He has made 
identification of the plant easy, has told how to avoid 
infection, and how best to effect a cure. Contrary to 
popular opinion, the poison is not carried by the air or 
the pollen, but is held in the sap, coming to the <urface 
only when the plant is injured. To avoid touching the 
plant is, therefore, the best preventative, but the poison 
may reach the susceptible person by way of intermediate 
agents. 

As a complete preventative, McNair advises Washing 
the exposed surface of the body with a solution o{ 5 per 
cent iron chloride in 50 per cent alcohol and water. This 
application will render harmless any ivy poison it touches; 
prevents the action of the poison before it enters the skin, 
and stops its spread from one part of the body to another, 
This substance was known to alchemists hundreds of years 
ago. It was used as a remedy for poison ivy in 1885. and 
by 1895 was known to act chemically on the poison. 

This substance will work no miracle; its application 
will not immediately heal ivy-blistered skin. The injury 
caused by the poison is similar to a burn, and will not 
heal in a day. As the Great War has shown, the best 
remedy for burns is paraffin, and it is this substance that 
MeNair has found most effective in stopping the pain and 
assisting in the repair of ivy-blistered skin. Vacationists 
who wish to avoid having their vacation ruined by the 
ivy plant will do well to include some iron-chloride mix- 
ture and a few paraffin candles in their kits. But before 
they start, let them read “Rhus Dermatitis!” 








FOR SALE—General practice in village of 1.000.  Sixty- 
five miles south of Twin Cities. Large country territory. 
Also care for three other country villages. Wonderful 
opportunity to make good. Address B100, care Mivve- 
soTa MEDICINE. 





MINNEAPOLIS OFFICE SPACE TO SUBLET -- Very 
desirable office space at 323 La Salle Bldg., Minneapolis, 
to be sublet by Drs. Willson, Cabot and Wohlrabe. For 
information call at office or telephone Main 3220. 


WANTED—Physician for an excellent Minnesota ]« uien, 
where money can be made right from the start. Nothing 
to buy. Address B95, care Minnesota MeEpIciNe. 


PHYSICIAN’S OFFICE FOR RENT—Hamm Bld¢.. St. 
Paul. Centrally located. Dental office in connection, 
with furnished reception room. Call Cedar 2460 or ad- 
dress Cl, care Minnesota MEDICINE. 
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